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Abbreviations 
Alphabet Soup 

 
 
"CWTRI" "Can We Talk Rhode Island ?" A program sponsored by the 

National Education Association and local states.  Teams are trained 
to deliver the four session program to parents through school, 
workplace, church and community venues.  The parent group is 
being evaluated in Rhode Island and nationally at other "CWT" 
sites. 

 
 
CBO       Community-Based Organization 
 
DCYF Department of Children, Youth and Families is responsible for 

youth in the criminal justice system as well as foster child, etc. 
 
DHS Department of Human Services is responsible for Medicaid and 

other social services in Rhode Island. 
 
 
DOC Department of Corrections (A large complex of 8 prison facilities 

located at one site in Rhode Island.  The prisons represent all the 
state run facilities in Rhode Island.  This organizations is also 
known as the Adult Correctional Institution. 

 
DSA Division of Substance Abuse 
 
ENCORE The Rhode Island needle exchange program funded by state 

resources. 
 
HCV Rhode Island has a hepatitis C virus program that includes a 

coordinator and surveillance.  HCV is incorporated into HIV 
trainings as noted in section B. Cross Program Activities. 

 
HEALTH                 The Rhode Island Department of Health, Office of HIV & AIDS  
 
 
Inner Circle A youth group with representation on the RICPG. 
 
JSI, Inc. John Snow, Inc., a public health agency, is the evaluation 

consultant to the Office of HIV & AIDS. 
 
MCBO  Minority Community-Based Organization 
 
MHRH The Department of Mental Health, Retardation and Hospitals 

includes the Division of Behavioral Health (mental health services) 
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and the Division of Substance Abuse (DSA).  DSA has a staff 
consultant to the RICPG and ENCORE Steering Committee. 

 
RICare Rhode Island health care benefits for women and children until the 

age of 21.  Most low income Rhode Islanders are eligible for health 
benefits that are comprehensive care for children and women of 
childbearing age.  Women can easily access prenatal care and are 
routinely tested for HIV. 

 
RICPG  Rhode Island HIV Prevention Community Planning Group 
 
RIDE   The Rhode Island Department of Education 
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Introduction to the 2004 Rhode Island Community Planning Group for HIV 
Prevention Comprehensive Prevention Plan  
 

 
The Rhode Island community planning process has been in a transition period for most 
of 2003. At the last quarter of 2002, a long-term relationship with the RICPG’s only 
consultant for community planning Initiatives For Human Development (IHD) ended.  
IHD completed the second of two, three-year contracts with the Rhode Island 
Department of Health (HEALTH) and did not bid on the Request for Proposals for the 
next contract term. 
 
The RICPG then received a first hand experience in the nuances of state government 
and the systems that dictate purchasing and procurement of new services. Because of 
the large budget associated with community planning this process had to be completed 
through a request for proposals (RFP). As of this writing, a vendor has not been 
selected as consultant to the RICPG.  However, vendors have been selected for the 
technical writing of the plan/marketing the plan and for capacity building (Project 
REACH). We anticipate that a vendor to provide consultation services for the RICPG 
will be selected by December 2003. 
 
As a result of this transition phase,  the HEALTH staff has worked tireless hours to 
coordinate facilitation of the RICPG. A reorganization of the RICPG structure, times and 
places was made to accommodate lack of resources to adequately mange the group. 
The capacity building program (Project REACH) was suspended and the RICPG 
through HEALTH utilized the Capacity Building Provider Network (CBA) as the sole 
source of technical assistance and capacity building for vendors. Rhode Island put in 
over ten requests for CBA providers in 2003 and the RICPG and local vendors were 
please with the services offered. With that said,  the personalized attention and service 
that a local capacity building program offers was sorely missed. Plans to reactivate 
Project REACH are underway with specific methods to utilize the CBA network in 
conjunction with the local capacity building initiative.  
 
RICPG meeting evaluation forms regarding the community planning process reveal the 
group has survived the year in many positive ways. Many RICPG members were 
pleased with the facilitation of the RICPG some noting a “more organized, hands on 
approach to planning.”  In a recent RICPG meeting the group commented on the 
excellent job the HEALTH staff had done in putting together workbooks and materials 
so they were easily understood the community planning process. They also commented 
on the superb job the newly hired HIV Epidemiologist (hired in December 2003) did with 
the HIV/AIDS Epidemiologic Profile.   
 
All in all, the RICPG is in a better place then they have ever been in the planning 
process. Some of the members have resigned, but those at the table have endured and 
prospered. A recruitment process is underway to appoint new members. The struggle to 
address the limited prevention resources and the capacity of state agencies to deliver 
all the necessary services to all the high-risk populations remains.   With that said, the 
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RICPG was “energized” when task forces were initiated to specifically focus on action 
steps for each priority population. Those actions steps in the form of full reports are 
attached to this year’s plan. 
 
In conclusion, the reviewer of this year’s plan will notice some changes to the way the 
plan looks and feels. This represents HEALTH’s intent to create an easily readable 
document and one that gets used directly by the RICPG and agencies within the state. 
Kudos to Lucille Minuto, the Assistant Administrator of the Office of HIV & AIDS,  for her 
design, writing and training regarding this new Plan. We are confident that the RICPG 
had equal and timely access to the writing and review of this plan. 
 
As we move ahead with the community planning opportunities in front of the RICPG, 
HEALTH envisions a productive 2004 and look forward to the activities associated with 
writing a five-year plan. 
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Section One:  
 
 

Rhode Island Community Planning 
Group Community Planning Goals 
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GOAL One: Community planning 
supports broad-based community 
participation in HIV prevention 
planning and evaluates the progress 
of this by increasing RICPG member 
perceptions across the five year 
grant process, as well as monitoring 
intermediate outcomes of the 
process associated with this 
objective. 
 
Indicator E.1: Proportion of 
population most at risk, as 
documented in the epidemiologic 
profile,  that have at least one RICPG 
member that reflects the perspective 
of each population. 
 

 
INTRODUCTION GOAL ONE: 
On a consistent basis, the Rhode Island 
Community Planning Group (RICPG) 
reviews and updates its’ membership 
grid which depicts the demographic and 
representative nature of the group. 
Currently the group has at least one 
representative of the 
populations/behaviors most at risk as 
documented in the Rhode Island 
Epidemiologic Profile (Appendix A: 
Membership Grid). 
 
The RICPG along with the Department 
of Health (HEALTH) is committed to 
reducing the rates of HIV and AIDS 
through a broad-based community 
participation in HIV prevention planning. 

The Rhode Island approach is, has 
been and plans to continue to be a 
representative process of planning 
based on needs assessment data and 
reflective of “best practices” in the field. 
It is the RICPG Community Plan that 
guides the goals, objectives and 
activities of HEALTH’s, Office of HIV & 
AIDS as well as guides the direction of 
the recipient community based 
agencies/organizations that apply for 
funds with the health department.  

 
HEALTH has also contracted with John 
Snow, Inc. to conduct an annual 
objective evaluation of the RICPG 
process. The latest assessment of the 
group was done in October 2002 and 
another is planned for October 2003.   
The core objectives for 2002 were 
evaluated and a self-assessment survey 
was administered by John Snow Inc. 
(JSI) to the membership. Because of the 
sizable investment HEALTH has made 
in this evaluation of the process we are 
confident this is another indicator of our 
long term commitment (Appendix B: JSI 
“RI HIV Prevention Community Planning 
Group Evaluation Report, October 2003) 
of broad based community planning.  

 
In addition to the essential elements of 
the planning process HEALTH ensures 
that the process is broad based by 
adhering to the following objectives 
related to GOAL ONE which have been 
incorporated into the 2004 Plan: 

 
Objective A: Implement an open 
recruitment process (outreach, 
nominations, and selection) for 
RICPG membership.     
 
Narrative Objective A: Sustaining and 
improving upon an open recruitment 
process is built into the RICPG.  The 
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structure of the RICPG includes three 
standing committees. They are the 
Community Empowerment Committee, 
the Capacity Building/Program 
Committee, and the Strategic Planning 
Committee. Also there are task forces 
that address each of the priority 
populations designated by the RICPG.  
 
The Community Empowerment 
Committee is responsible for 
maintaining the core objectives of 
community planning. As part of this 
charge this committee has a special 
sub-committee focusing on open 
recruitment for RICPG membership.  
 
Each year the Recruitment Sub-
Committee reviews the process of 
bringing new members into the fold. 
This year this committee revised the 
nomination form (Appendix C: Revised 
Nomination Form) and created more 
objective indicators for eligibility.  The 
group also specified percentages 
relating to the memberships composition 
for individuals from funded agencies, 
state agencies, and the community at 
large (See the chart at the right).  As 
usual, the recruitment process is 
widespread and inclusive of the entire 
state. This is achieved through 
extensive and focused outreach and is 
done primarily through advertisement in 
statewide newspapers, ethnic papers 
and other broad channels of distribution 
(e.g., community based agencies post 
recruitment flyers).  
 

Because of a rather large turnover this 
year (approximately 5 members have 
decided that when their term limits 
ended they would resign) a special 
recruitment process will take place in 
October and November 2003. In 
addition, this sub-committee reviews the 
status of existing members and is 
responsible for filling vacancies that 
occur during the year by recording and 
monitoring terms. An important 
component of this recruitment process is 
to be certain the priority populations are 
represented in the membership of the 
RICPG. Further, this sub-committee is 
responsible for orienting new members 
and assisting them in assimilating into 
the existing group.   
 

% of RICPG Composition

funded agency
state agency
community

 
We believe that the annual review of this 
process by a dedicated sub-committee 
ensures the long-term maintenance of 
the open recruitment process. The long-
term maintenance of Objective A is 
outlined in the following matrix: 
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Goal One:  Community planning supports broad-based community participation in 

HIV prevention planning 
Objective A 
In year 2004 

Activities Outputs Immediate 
Outcomes 

(2004) 

Intermediate 
Outcomes (5 

year) 
(2008) 

Implement an 
open 
recruitment 
process 
(outreach, 
nominations, 
and selection) 
for RICPG 
membership.  

• Recruitment 
Committee 
reviews and 
alters 
recruitment/ 
selection process 
and success is 
defined by 
maintaining at 
risk population 
representation on 
RICPG 

• Vacancies are 
quickly filled 
within one month 
to maintain 
representation 

• Special 
recruitment 
10/03-11/03 

• Revised 
nomination/ 

       procedures/ 
      forms distributed  

state wide            
• Ads in 

newspaper 
• Create a CPG 

brochure as a 
public 
relations/recruitm
ent tool 

• Development of 
a protocol 
addressing 
identification of 
gaps in 
membership, the 
nomination 
process, 
interview process 
and selection 

 

Attribute 1 
(Nominations): Presence 
of written procedures for 
nominations to the CPG. 
 
Attribute 2 
(Nominations): Evidence 
that written procedures 
(above) were used for 
nominations to the CPG. 
 
Attribute 3 
(Nominations): Evidence 
that a nominations 
committee has been 
established 
 
Attribute 4 
(Nominations): Evidence 
that nominations targeted 
membership gaps as 
identified by the 
community planning group 
 
Attribute 5 (Selection): 
Evidence that 
membership decisions 
involve more than the 
health department staff. 
 
Attribute 6 (Selection): 
Written documentation of 
the process for selection 
of RICPG members. 
 
Attribute 7 (Selection): 
Evidence that the process 
(above) was used in 
selection of RICPG 
members. 
 

• Establish 
Attributes 1-
7 by January 
2004 

• Maintain 
attributes 
throughout 
the year 

• Attributes 1-
7 are 
incorporated 
into written 
RICPG 
documents 
by 12/04 

• 100% 
attainment of 
Attributes 1-
7  

The RICPG 
continues to 
represent the 
communities most 
effected by 
HIV/AIDS and 
each 
corresponding 
objective is 
reviewed by the 
RICPG and 
maintained. 100% 
of the attributes 1-
18 are in place. 
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Objective B:  Ensure that the RICPG’s 
membership is representative of the 
diversity of populations most at risk 
for HIV infection and community 
characteristics in Rhode Island, and 
include key professional expertise 
and representative from key 
government and non-governmental 
agencies. 
 
 
Narrative Objective B: As indicated 
above the RICPG’s Recruitment Sub-
Committee is responsible for the overall 
aspects of member recruitment and 
retention. A membership grid is 
consulted each time someone leaves 
the group and a meeting of the sub-
committee is called. The membership 
grid (Appendix A:  Membership Grid) 
reveals a deliberate mix of 
governmental and no-governmental 
agency representatives. The 
Recruitment Sub-Committee specified in 
its’ recent revision of the nomination 
form (Appendix C: Revised Membership 
Form) allowable percentages of 
government agency representation, 
funded community based organizations 
(non-government agencies), and 
community representatives. Their intent 
was to create an equitable mix of 
members so as not to “tip” the scales 
with too many non-community 
representatives.   In addition, the RICPG 
is very dedicated to involving key 
consultants or professional expertise 
into the fold of the planning process. As 
a result, a consultant list (non-members, 
but active participants in the process) is 
attached to the membership grid). The 
distinction of these individuals as 
consultants allows the RICPG to access 
their expertise at any time and ensures 
a broader base of input from these 
consultants. 

 
 
 
The long-term maintenance of this 
objective is indicated in the following 
matrix:     
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Goal One:  Community planning supports broad-based community participation in 
HIV prevention planning 

 
Objective B 
In year 2004 

Activities Outputs Immediate 
Outcomes 

(2004) 

Intermediate 
Outcomes (5 

year) 
(2008) 

Ensure that the 
RICPG (s) 
membership is 
representative 
of the diversity 
of populations 
most at risk for 
HIV infection 
and community 
characteristics 
in Rhode 
Island, and 
include key 
professional 
expertise and 
representative 
from key 
government 
and non-
governmental 
agencies.  
 

• Recruitment 
Committee 
reviews 
process 
monthly 

• Membership 
Grid is 
maintained as 
part of 
recruitment and 
selection of 
new members 

• Expert 
Consultant list 
maintained and 
revised monthly 

 2003 fall 
recruitment 
completed and 
end result 
represents 
diversity of 
populations 

 Invite 
Inter(state) 
agencies to a 
RICPG 
”day” to 
promote 
benefits of 
RICPG 
involvement 

• Maintain JSI 
Evaluation 
survey each 
October 

• Conduct 
Membership 
(Feedback 
Survey) After 
each RICPG 
meeting. 

 
 

Attribute 8 
(Representation): RICPG 
includes: (a) members 
who represent populations 
most at risk for HIV 
infection as reflected in 
the current and projected 
epidemic, as documented 
in the prior year’s 
epidemiologic profile, and 
(b) persons living with 
HIV/AIDS. 
Attribute 9 
(Representation): RICPG 
membership includes 
members who represent 
the affected community in 
terms of race/ethnicity, 
gender/gender identity, 
sexual orientation, and 
geographic distribution. 
Attribute 10 
(Representation): RICPG 
membership includes, or 
has access to, 
professional expertise in 
behavioral/social science, 
epidemiology, evaluation, 
and service provision. 
Attribute 11 
(Representation): RICPG 
membership includes, or 
has access to, key 
government agencies, 
including: health 
department HIV/AIDS 
program and the 
state/local health 
department STD program 
staff. 
Attribute 12 
(Representation): RICPG 
membership includes, or 
has access to, key 
governmental and non-
governmental agencies 
with expertise in factors 
and issues relative to HIV 
prevention. 

• Establish 
Attributes 
8-12 by 
January 
2004 

• Maintain 
attributes 
throughout 
the year 

• Attributes 
8-12 are 
incorporated 
into written 
RICPG 
documents 
by 12/04  

• 100% 
attainment 
of 
Attributes 
8-12 

 

The RICPG 
continues to 
represent the 
communities 
most effected by 
HIV/AIDS and 
each 
corresponding 
objective is 
reviewed by the 
RICPG and 
maintained. 
100% of the 
attributes 1-18 
are in place. 
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Objective C: Foster a community 
planning process that encourages 
inclusion and parity among 
community planning members. 
 
 
 
Narrative Objective C:  This objective 
is also intrinsic to the RICPG process. 
Up until December 31, 2002, HEALTH 
had contracted with a consultant to 
facilitate the process of community 
planning and a key role of the 
consultants was to ensure parity, 
representation and inclusion was 
evident and implemented at each 
meeting. While HEALTH is seeking a 
new consultant for this process 
(expected to be on board by November 
2003) the RICPG co-chairs have been 
charged with the facilitation of the group 
and are responsible for distributing a 
RICPG member survey (evaluation) 
after each meeting of the full group 
(Appendix D:  Meeting Member Survey).  
This survey allows members to rate the 
parity, inclusion factors after each 
meeting. These surveys are periodically 
tabulated and feedback is given to the 
RICPG.  Review of the data received 
from these forms reveals a high 
approval rate of RICPG membership 
regarding parity and inclusion.  
 
During member orientation,  members 
are told that parity and inclusion are the 
under girth of the community planning 
process. They are clearly briefed as to 
what these terms and concepts mean, 
and are informed that they, too, are 
responsible for ensuring these critical 
elements are maintained. The following 
matrix outlines the long-term strategy to 
maintain parity and inclusion:  
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Goal One:  Community planning supports broad-based community participation in HIV 
prevention planning 

 
Objective C 
In year 2004 

Activities Outputs Immediate 
Outcomes 

(2004) 

Intermediate 
Outcomes (5 year)

(2008) 
Foster a 
community 
planning 
process that 
encourages 
inclusion and 
parity among 
community 
planning 
members. 

• Hire a new 
RICPG 
consultant by 
11/03 

• Continue to 
administer 
membership 
assessment after 
each meeting 

 Improve Baseline 
of member 
perceptions 
around PIR  

 Tabulated 
assessments 
pertaining to 
inclusion/parity 
with timely 
feedback to 
RICPG each 
quarter 

• Community 
Empowerment 
Committee 
charged with 
monitoring this 
objective and 
regularly 
assesses PIR  

• Maintain JSI 
Evaluation survey 
each October 

• Conduct 
Membership 
(Feedback 
Survey) After 
each RICPG 
meeting 

 

Attribute 13 
(Inclusion): Evidence  
that to gain input from 
representatives of 
marginalized groups, 
who would be hard to 
recruit and/or retain as 
RICPG members, the 
RICPG convened ad 
hoc committees, panels, 
and/or focus groups. 
Attribute 14 
(Inclusion): Evidence 
that efforts were 
undertaken to 
accommodate or 
facilitate members who 
face challenging 
barriers (e.g., health 
care or economic 
needs) to their 
continued participation 
in the RICPG. 
Attribute 15 
(Inclusion): Evidence 
of a clear decision-
making process, 
including conflict of 
interest rules. 
Attribute 16 
(Inclusion): Evidence 
of an orientation, 
mentoring or training 
process for new RICPG 
members.  
Attribute 17 
(Inclusion): Evidence 
that RICPG meetings 
are open to the public 
and allow time for public 
comment. 
Attribute 18 (Parity): 
Evidence of ongoing 
training process for all 
RICPG members. 

• Establish 
Attributes 13-
18 by January 
2004 

• Maintain 
attributes 
throughout he 
year 

• Attributes 13-
18 are 
incorporated 
into written 
RICPG 
documents by 
12/04  

• 100% 
attainment of 
Attributes 13-
18 by 12/04 

 

The RICPG 
continues to 
represent the 
communities most 
affected by 
HIV/AIDS and each 
corresponding 
objective is 
reviewed by the 
RICPG and 
maintained. 100% 
of the attributes 1-
18 are in place. 
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Because of the size of its jurisdiction, 
Rhode Island has a single Community 
Planning Group for HIV Prevention 
(RICPG). It is governed by a Charter 
that receives an annual review and 
modifications are made accordingly 
(Appendix E: RICPG Charter). The 
Charter now provides for one 
Department of Health (HEALTH) Co-
Chair and two (2) community co-chairs 
elected in alternate years.  The RICPG 
continues to abide by both the Charter 
and a set of procedures referred to as 
the Rules of Operation.  These Rules 
outline the protocol that members must 
follow to be in “good standing” with the 
group and insure accountability for 
participating members (Appendix F: 
Rules of Operation).   
 
An RFP process began in September 
2002, to identify a facilitator for the 
group has not been successful.   As of 
August 2003, a vendor has not been 
selected despite three releases of an 
RFP. Currently the health department is 
re-issuing this request to prospective 
consultants under a different process 
referred to internally as a letter of intent. 
It was decided to increase the funding 
associated with this process to better 
entice consultants to bid.   
 
Nevertheless, HEALTH has been 
instrumental in supporting this broad 
based notion of community participation 
in the process of community planning. In 
2002, the RICPG began efforts to solicit 
more input from diverse community 
groups regarding feedback of the plan. 
Statewide forums and meetings 
focusing on specific target groups and 
coalitions were conducted by the 
various task forces (e.g., MSM, youth, 
HIV prevention vendors, etc.). The 
results of these sessions revealed a 

widespread discussion about the plan 
and a comprehensive set of comments 
from a very diverse group of people. 
This process was continued in 2003 and 
currently there are reports from these 
type meetings/forums/focus groups that 
exist pertaining to ways by which 
disenfranchised populations can better 
be incorporated into the Rhode Island 
Comprehensive Plan. (Appendix I: 2003 
Task force Report) 
 
The following structure of the RICPG 
further describes the way by which 
the Rhode Island group fosters 

community participation: 
 
 
Committees: In the late summer of 
2002 the RICPG restructured its 
committees to further develop 
leadership in the group, increase 
member participation in the planning 
process, and apportion the work of the 
group in a more logical and strategic 
manner. Each of the three standing 
committees created a document 
defining its established meeting time, 
overall goal, areas of concern, general 
objectives or sub-goals, prioritized 
issues to be addressed and strategies in 
the 2001. Implementation of these 
strategies began in 2001 and continued 
in 2002 with revisions identified during 
the implementation process. Strategies 
identified as a means to address retreat 
outcomes and evaluation survey results 
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will be assigned to each committee and 
incorporated into their work plan for CY 
2003 early in the year. 
 
 
The three RICPG Committees and their 
tasks are as follows: 
 
1.  Community Empowerment 
Committee:  
The Community Empowerment 
Committee is primarily responsible for 
PRI issues, particularly retention of 
members, addressing cultural and 
language barriers, and policy and 
advocacy issues. Parity and inclusion 
issues were addressed in the Charter 
revisions, reorganization plans, and the 
Rules of Operation.  
 

A matrix comparing RICPG membership 
with HIV and AIDS in Rhode Island is 
updated on a regular basis and used by 
Community Empowerment Committee 
members as a tool to identify gaps in 
RICPG representation. According to this 
matrix, and with no consideration of a 
change in the existing definition of 
representation, the recruitment efforts in 
CY 2004 will continue to target 
individuals ages 20-39, Latinos, MSMs, 
IDUs and, as always, persons living with 
HIV/AIDS. 
 

Duties of this Committee include: 
• Recruitment of new RICPG 

members 
• Review, monitoring of protocol 

addressing identification of gaps 
in membership, the nomination 
process, interview process and 
presentation process 

• Preparation for and presentation 
of the annual AIDS Leadership 
Awards 

• The Annual Community Forum 
• Continuation of the process of 

calling members who are absent 
from RICPG meetings as a 
retention strategy 

• Definition of roles and 
responsibilities of RICPG 
members, Community Co-Chairs, 
HEALTH Co-Chair  

• Monitoring Parity, inclusion and 
representation of RICPG 

• Monitoring open RICPG process 
 
 
2.  Strategic Planning Committee: 
 
The Strategic Planning Committee will 
review the results of the needs 
assessment of the population groups 
conducted by the Coordinator of 
Minority Health at HEALTH. The 
Strategic Planning Committee is 
responsible for the development and 
distribution of a resource inventory of 
services for both providers and 
consumers in Rhode Island. An update 
of this resource inventory was 
completed in 2002 and distribution 
occurred in early 2003.  It is included in 
Section 3:  Community Services 
Assessment 
 
Duties of Strategic Planning 
Committee include: 
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• Monitoring of the development of the 
resource inventory of HIV prevention 
services. 

• Review of current epidemiologic 
profile and determination of trends in 
incidence and prevalence.  

• Review of “best practice” HIV 
prevention interventions. 

• Categorization of interventions by 
type of intervention and stage of 
change. 

• Development of a prioritization plan 
for target populations and 
interventions. 

• Facilitation of RICPG discussions 
related to unmet needs, priority 
populations and priority 
interventions. 

• Completion of a gaps analysis for 
three of the five priority populations. 

• Evaluation of the community 
planning process and capacity 
building activities with John Snow, 
Inc., an agency contracted for 
evaluation by HEALTH. 

• Development and execution of at 
least two community forums 
designed to gather input from 
specific populations. 

• The ongoing process of identifying 
unmet and partially met needs. 

 
3.  Program Committee: 
 
The Program Committee oversees 
programs of the RICPG, including 
REACH, the RICPG’s capacity building 
program, and Inner Circle, the means of 
getting youth input into the community 
planning process. The name of this 
committee was changed in February to 
the REACH/Capacity Building 
Committee to be more reflective of its 
focus. During the planning year, the 
committee monitored the REACH 
initiative, which consisted of a 

comprehensive set of capacity building 
activities.  Information gathered through 
the evaluation of these activities will 
direct the planning of future REACH 
activities and will also be applied to the 
next year’s planning process. 
 
Duties of the Program Committee 
include: 
• Oversight of Project REACH and 

Inner Circle, the youth input strategy. 
• Implementation of REACH workshop 

series. 
• Planning Leadership Institutes – one 

for entry level and front line staff and 
one for mid-level and supervisory 
staff. 

• Ongoing responses to requests for 
technical support by prevention 
providers. 

• Assistance to the other committees 
in addressing cultural and language 
barriers. 

• Continued development of the new 
Inner Circle initiative. 

• Assessment of the capacity building 
needs of HIV prevention 
professionals. 

• Identification of additional capacity 
building resources. 

• Outcome monitoring and impact 
evaluation. 
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HIV Prevention Needs of the Mentally 
ill is an ad hoc committee of the RICPG 
that was established in the spring of 
1999 in response to a letter received 
from the mental health community 
expressing concern that the mentally ill 
population was not specifically identified 
as a target population for HIV prevention 
services in the Comprehensive Plan 
1999. Through the work of this 
committee, whose members included 
RICPG members, representatives from 
the mental health and substance abuse 
communities, HIV service community 
and representatives from the state 
departments of Health and Mental 
Health, Retardation and Hospitals, a 
position paper was developed and 
endorsed by the RICPG in January 
2001. This position paper defined 
specific populations and made 
recommendations to address the needs 
of each of these populations.   
 
The recommendations were validated 
through a Community Forum in May 
2000. Duties include: 
• An increase in the availability of 

cross training opportunities for 
providers of substance abuse and 
mental health services 

• Inclusion of psychotropic 
medications on the AIDS Drug 
Assistance Program’s formulary 

• Implementation of a series of 
trainings in HIV, Domestic Violence 
and Substance Abuse 

• Continue to gather local data 
relevant to the issue; 
• Work with Provision of Care 

Committee; and 
• Investigate the possibility of 

conducting a community forum 
focusing on clients to get their 
opinions of the 
recommendations. 

• Arrange that representatives 
from mental health services be 
invited again to a RICPG 
monthly meeting to continue the 
discussion of the needs of this 
population. 

• Continue to work with the RICPG 
to identify advocacy issues 
relevant to this population. 

• Continue to seek opportunities 
for cross training. 

• Develop and implement an 
integrated interagency plan for 
Hepatitis C, Substance Abuse 
and HIV. 

  
RICPG Meeting Structure: In the 
summer of 2002, the format of the 
RICPG monthly meetings was changed 
to accommodate the intense amount of 
work associated with the actions steps 
for priority populations. As a result, task 
forces were formed for each target 
population (MSM, IDU, Women, Youth, 
HIV Positive People Not in 
Treatment/People Who Don’t Know 
Their Status).   In 2003, the RICPG’s 
monthly meetings, when applicable, will 
continue to include discussion on 
pertinent planning issues.  Members will 
also re-examine the process of inviting 
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both HEALTH funded and non-HEALTH 
funded providers of HIV prevention 
services to discuss gaps in services to 
RICPG target populations as a means to 
obtain input from the larger community 
for planning. 
 
Input from outside the RICPG: 
This planning year, focus groups 
composed of representatives from each 
target population were conducted to 
measure their perception of the clarity 
and accuracy of the goals and 
objectives specific to that population, 
agreement on the identified needs and 
gaps, and their agreement of the 
appropriateness of the plan to address 
that population. Each group was 
facilitated and documented regarding 
action steps to be taken. 
 
Conflict Resolution: Several years 
ago, at the beginning of the community 
planning process in Rhode Island, there 
was a need to establish a protocol 
defining the means for conflict 
resolution. As membership transitioned 
and the planning process began to run 
smoothly, the necessity of utilizing this 
protocol lessened. With a greater 
number of newer members than 
seasoned members,  the number of 
members voicing concerns about 
various PRI issues and processes 
brought about the resurrecting of a 
conflict resolution protocol.  
 
Member Retention: Member retention 
continues to be a high priority for the 
RICPG. Based on a discussion involving 
both new and veteran members, the 
Community Empowerment Committee 
revised the new member orientation. 
The changes included: inviting both new 
and experienced RICPG members to 
participate in orientation, updating the 

materials provided to new members in 
the Orientation binder, and making the 
process more relaxed and friendly. This 
new member orientation was initiated 
late in 2001 with the addition of a follow-
up plan in which Committee members 
serving as “buddies” to new members.  
New members were paired with a 
Committee member and given the 
opportunity to meet with them one half 
hour before each monthly RICPG 
meeting for four months following their 
completion of the orientation process. 
The purpose of these meetings would 
be to review the agenda for the evening 
and answer any questions new 
members may have. It was anticipated 
that this would create a more 
comfortable environment for the new 
members as well as assist them in their 
understanding of the work of the RICPG 
and the planning process.  One new 
member took advantage of these 
opportunities. 
 
Committee members also identified a 
need to contact members absent from 
any given monthly RICPG meeting. It 
was believed that this personal contact 
would assist in making all members feel 
welcome and valuable. This strategy 
has been somewhat successful based 
on member comments.  The Committee 
also re-instituted exit interviews with any 
member who resigns or is removed from 
the roster.  The Committee will consider 
this information in planning the 
orientation and any other PRI effort.  
 
Activities to increase retention for 
2003-2004: 

 Review/revision of Orientation 
Protocol including required 
orientation before becoming a 
voting member of the RICPG. 
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 Exit interviews of members 
leaving the RICPG. 

 Direct contact with RICPG 
members absent from any 
given monthly meeting and 
continual follow up of absent 
members. 

 Incentives and increasing 
compensation of members for 
hours served on the full 
committee and sub 
committees. 

 Re-structuring meetings to a 
quarterly format with regular 
meetings of sub-committees 
chaired by the community co-
chairs and staffed by the 
community planning vendor. 
Quarterly meetings will be full 
day events with a planned, 
facilitated agenda that 
enhances the members ability 
to participate in the decision 
making process such as 
setting priorities for 2004, 
selecting best practices and 
establishing criteria for new 
HIV prevention vendor 
selection. 

 Designing and implementing a 
monthly calendar with RICPG 
activities, 2004 Plan 
milestones and 
training/RICPG consultant 
member updates. 

 An active RICPG web site 
with weekly postings of 
minutes, agendas and RICPG 
activities. 

 A RICPG Workbook with key 
goals, objectives and 
attributes incorporated into a 
timeline  

 

Community Forum: Each December 
the Community Empowerment 
Committee 
will hosts its Community Forum to raise 
community awareness of the efforts of 
the RICPG, introduces the public to the 
Community Plan for HIV Prevention, 
and obtains additional input from outside 
the group membership. In 2002,  this 
event was attended by approximately 
225 persons. During this time, the 
RICPG also honors individuals, groups 
and organizations that have made a 
significant contribution to HIV prevention 
in Rhode Island. Increasing in 
attendance each year, this event has 
become a valued part of the ceremony 
to unveil the Plan to the community at 
large and to acknowledge the good work 
of the RICPG. It is, we believe another 
example of the open, participatory 
process of planning as each time we 
sponsor this event the community is 
asked to comment on the Plan and to 
offer suggestions for improvement.  
 
Community Focus Groups: The 
RICPG also intends to continue its 
practice of conducting community focus 
groups on topics pertinent to HIV 
prevention.  Topics for community focus 
groups for 2004 will be identified early in 
the planning year. The events will be 
spearheaded by the Strategic Planning 
Committee. 
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Linkages: RICPG members will 
continue in 2003/2004 to participate on 
other committees whose mission is 
related in some way to HIV prevention 
thus forging linkages among agendas. 
These committees include the ENCORE 
Steering Committee overseeing the 
state’s needle exchange program and 
most recently, the HIV Minority 
Community Partnership. The Coalition 
of AIDS Education Providers consists of 
all providers funded by the HEALTH 
Office of HIV & AIDS. Three Coalition 
members are RICPG members, and the 
REACH facilitator attends its meetings. 
RICPG members are also members of 
Partners in Care (focusing on CTR 
issues), Gay/Lesbian/Bisexual and 
Transgender Youth Task Force 
(development of school policies on non-
discrimination based on sexual 
orientation) and the Materials Review 
Committee of the State Departments of 
Health and Education (review, approval 
and ordering of HIV prevention 
materials).  
 

Most recently, 
the RICPG 
responded to a 
request by the 
newly formed 
MSM Task 
Force to be 
placed on the 
agenda of a 
monthly 
meeting. 

Representatives of the Task Force 
explained to the group that one of their 
tasks is to develop a different way to 
market HIV prevention to the adult male 
MSM population. Discussion regarding 
the relationship between the group and 
the Task Force was tabled pending 
further discussion among MSM Task 

Force Members regarding their 
perception of their relationship with the 
RICPG. 
 
In 2002, the HIV Advisory Committee, 
which had been the group that 
considered treatment issues, merged 
with the HIV Provision of Care 
Committee through which oversaw the 
allocation of Ryan White funds takes 
place. A member of the RICPG is a 
member of this committee and the 
HEALTH consultant to the RICPG staffs 
the HIV Provision of Care Committee. 
 
 
In 2003, the RICPG, at the request of 
the ad hoc sub committee focusing on 
the HIV prevention needs of persons 
with mental illness, plans to request a 
joint meeting with the Provision of Care 
Committee on the issue of HIV 
prevention needs for that population. 
The RICPG will also continue its 
practice of cross membership on 
committees related to its agenda. 
Besides the Provision of Care 
Committee, RICPG members bring the 
HIV prevention agenda to the table at 
the Drug and Alcohol Treatment 
Association of Rhode Island, the Council 
of Mental Health Services and Project 
Connect (minority youth). At least one 
community co-chair will continue to 
attend the annual HIV Prevention 
Summit. 
 
Youth Involvement: Perhaps the 
greatest challenge to the RICPG has 
been to determine a way to involve 
youth in a meaningful way in the 
community planning process and in the 
membership of the RICPG.  We have 
youth incorporated into the RICPG and 
at least two members of the RICPG are 
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designated as meeting the 16-24 age 
criteria.   
 
To enhance communications from 
outside group membership, an update 
on care issues, Including Ryan White I 
and II, will continue to be presented 
during 2003 by the Rhode Island 
Department of Health, Office of HIV & 
AIDS to the RICPG and the Provision of 
Care Committee. In addition, A Bridge 
Committee will be formed in 2004 to link 
the prevention and provision of care 
issues together on a formal basis. This 
group will be an integral part of both the 
RICPG and the Provision of Care 
Committee. A Letter of intent is being 
issued from HEALTH, for the purpose of 
hiring a consultant to manage the Bridge 
Committee. 
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Goal Two:  The Rhode Island 
Community Planning Group identifies 
priority HIV prevention needs (a set 
of priority target populations and 
interventions for each identified 
target population) in Rhode Island.  
 
Indicator E.2: Proportion of key 
attributes of an HIV prevention 
community process that RICPG 
membership agreed have occurred. 
 
INTRODUCTION GOAL TWO 
 
The work of the RICPG is driven by the 
core objectives set forth by the Centers 
for Disease Control and Prevention 
(CDC). The revised guidance has been 
shared with the RICPG and they are 
aware that the components of 
community planning have been revised 
and the group must now address the 
new guidelines in this phase of the 
process.  
 
The RICPG has been notified that the 
CDC expects HIV prevention community 
planning to improve HIV prevention 
programs by strengthening the 1) 
scientific basis, 2) community relevance, 
and 3) population-or-risk-based focus of 
HIV prevention interventions in each 
project area. The overall goals in this 
revised guidance have also been 
discussed with the RICPG and they 
reflect the philosophical intent of this 
local planning body.  
 
Objective D:  Carry out a logical, 
evidence-based process to determine 
the highest priority populations-
specific prevention needs as well as 
priority interventions for the target 
populations in Rhode Island. 
 

Narrative Objective D:  HEALTH 
proposed an implemented an intensive 
training program for all RICPG members 
related to prioritization of populations 
and interventions. In the Spring of 2003 
the plan regarding prioritization was 
formulated with the co-chairs, and key 
staff from HEALTH. The plan was to 
reorganize the process by which RICPG 
prioritized populations and create a 
more objective process that would be 
viewed as such by the group. As a 
result, a series of small workshops were 
planned. Whereby each RICPG member 
had to sign up for one of three sessions 
(all sessions were the same, just held at 
different times of day/week). During the 
workshops, HEALTH went through a 
customized workbook and assisted 
members with completing the individual 
score sheets.  This procedure for setting 
priorities was selected to give members 
time to review the data and materials 
and formulate questions.   
 
Approximately 95% of the RICPG 
attended these workshops. The thought 
was to prepare the group in small 
sessions regarding the “new, improved” 
prioritization exercise. The small groups 
were facilitated by HEALTH and RICPG 
members,  who had been briefed as to 
the components of the new exercise. 
Each participant received a workbook 
(Appendix G: Welcome to Setting 
Priorities with the Rhode Island 
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Community Planning Group for HIV 
Prevention) and was asked to do a 
homework assignment before the actual 
prioritization took place in a future full 
member RICPG meeting. 
 

At the May 2003 
meeting, RICPG members completed a 
population priority process that included 
an informational session on the draft 
guidelines for community planning 
recently issued by the Centers for 

Disease Control and Prevention.  
Members were given a packet with a 
copy of the draft guidance and it was 
discussed with an overhead 
presentation. The information was 
based on the workshop on Community 
Planning presented at the AIDS Summit 
in New York in April.  Members were re-
introduced to their role in priority setting 
and the priority setting workbook 
developed for this process was 
reviewed. 
 
The long-term maintenance of this 
objective is indicated in the following 
matrix:     
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Objective D 
In year 2004 

Activities Outputs Immediate 
Outcomes 

(2004) 

Intermediate 
Outcomes (5 

year) 
(2008) 

Carry out a 
logical, 
evidence-
based 
process to 
determine 
the highest 
priority 
populations
-specific 
prevention 
needs as 
well as 
priority 
interventions 
for the 
target 
populations 
in Rhode 
Island. 
 

• RICPG facilitator 
uses the survey 
findings for future 
leadership 
activities and to 
adjust key 
attributes 
goals/maintain 
them 

 
• Conduct trainings 

using RICPG 
prioritization 
workbook to 
RICPG/HEALTH 
Staff/Consultants 
to increase 
knowledge of 
participants 
regarding key 
attributes19-36 
and maintenance 
of these.  

 
 

Attribute 19 (Epidemiologic Profile): 
The epidemiologic profile provides 
information about defined populations at 
high risk for HIV infection for the CPG to 
consider in the prioritization process. 
Attribute 20 (Epidemiologic Profile): 
Strengths and limitations of data sources 
used in the epidemiologic profile are 
described (general issues and jurisdiction-
specific issues). 
Attribute 21 (Epidemiologic Profile): 
Data gaps are explicitly identified in the 
epidemiologic profile. 
Attribute 22 (Epidemiologic Profile): 
The epidemiologic profile contains a 
narrative interpretation of data 
presented. Attribute 23 (Epidemiologic 
Profile): Evidence that the epidemiologic 
profile was presented to the RICPG 
members prior to the prioritization 
process. 
Attribute 24 (Community Services 
Assessment): The Community Services 
Assessment (CSA) focuses on one or 
more high priority populations (i.e., 
substantially contributing to new HIV 
infections in a jurisdiction) identified in the 
epidemiologic profile. 
Attribute 25 (Community Services 
Assessment): Data are gathered that 
define populations’ needs in terms of 
knowledge, skills, attitudes, and norms. 
Attribute 26 (Community Services 
Assessment): Data are gathered that 
define populations’ needs in terms of 
access to services. 
Attribute 27 (Community Services 
Assessment): The CSA details the target 
populations being served. 
Attribute 28 (Community Services 
Assessment): The CSA details the 
interventions provided to each target 
population. 
Attribute 29 (Community Services 
Assessment): The CSA describes the 
geographic coverage of interventions or 
programs. 
Attribute 30 (Community Services 
Assessment): The CSA was utilized in 
demonstrating linkages between the 
application and funded interventions. 
Attribute 31 (Community Services 
Assessment): Evidence that prior to the 
prioritization process, the RICPG was 
provided with a summary of the CSA. 
Attribute 32 (Gap Analysis): The gap 
analysis includes data from the 
epidemiologic profile and CSA. 
Attribute 33 (Gap Analysis): A gap 
analysis specifically identifies both met 
and unmet needs. 
Attribute 34 (Gap Analysis): The gap 
analysis identifies the portion of needs 
being met with CDC funds. 
Attribute 35 (Gap Analysis): Evidence 
that prior to the prioritization process, the 
RICPG was provided with a summary of 
the gap analysis findings. 
Attribute 36 (Gap Analysis): The gap 
analysis was utilized by the RICPG in 
demonstrating linkages between the 
application and funded interventions.  

• Establish 
Attributes 
19-36 by 
March 
2004 

• Maintain 
attributes 
throughout 
the year 

• Attributes 
19-36 are 
incorporated 
into written 
RICPG 
documents 
by 12/04 

• 100% 
attainment 
of 
Attributes 
19-36 by 
12/04 

The RICPG 
continues to 
identify 
priority HIV 
prevention 
needs (a set 
of priority 
target 
populations 
and 
interventions 
for each 
identified 
target 
population) in 
Rhode Island  
and each 
corresponding 
objective is 
reviewed by 
the RICPG 
and 
maintained. 
100% of the 
attributes 19-
36 are in 
place. 
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Epidemiologic Profile: Two members 
of the surveillance staff presented 
information to the RICPG during the 
May meeting. Kim Kies, the HEALTH 
data manager, presented data on the 
ENCORE program, syringe exchange, 
and CTR; (Appendix H: ENCORE and 
CTR Report) as well as, Dr. Hesham 
Aboshady, the HEALTH epidemiologist. 
He delivered the draft of the 
epidemiologic profile and discussed the 

possible 
interpretations of 
the data with the 
group.  (See 
Chapter 2: 
Epidemiological 
Profile). This 
presentation was 
vital for the 
RICPG as it was 
approached as 
both a training 

component and as a means of clarifying 
the steps towards prioritization of 
populations. The Epidemiologist was 
able to pull together all the supplemental 
information and data to assist the 
RICPG in ensuring that prioritized target 
populations are based on an 
epidemiologic profile and a community 
service assessment. In addition after 
this day the RICPG had embarked upon 
a comprehensive decision making 
process. 
 
 
Objective E:  Ensure that prioritized 
target populations are based on an 
epidemiologic profile and a 
community service assessment. 
 
Narrative Objective E: HEALTH 
realized that the planning process for 

2003-2004 needed to be augmented 
with various data sets and programmatic 
information other than the Epidemiologic 
Profile. Members felt this critical to a 
well-rounded process and HEALTH 
agreed. As a result, the preparations to 
include numerous other information/data 
began in late 2002. At the May 2003 
day- long meeting, a discussion about 
pre-selected programs/data to assist in 
the priority setting was presented. The 
programs and data represent the initial 
stages in 2002-2003 of the RICPG’s 
community assessment process. They 
include the following: 

 
 

Federal Grant from Office of Minority 
Health/Report: This report assisted the 
RICPG in deliberating additional 
information pertaining to the 
disproportionate effect HIV has on 
communities of color. This project acted 
as a supplemental database to obtain RI 
community assessment information so 
as to understand the gaps and needs of 
these disenfranchised, high risk 
populations In the May 2003 meeting 
Katherine Thompson, HEALTH’s 
Minority Initiatives Project Coordinator 
reported on the goals and the current 
status of the project.  A copy of both 
was included in the packet.   Currently 
the project funds the Narragansett 
Indian Tribe and Sojourner House to 
provide services to underserved 
populations identified by the project: 
Native American, Asian and Women of 
color in prison are the focal populations 
of the grant. Rilwan Feyisitan reported 
on his work with the Asian community 
and the identification and formation of 
partnership/maintaining the Asian 
community. Ana Novais, the HEALTH 
Minority Health coordinator, discussed 
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the gonorrhea project and it’s impact on 
the minority community. Data was 
analyzed, discussed and incorporated 
into the information base of the RICPG. 
 
RICPG Priority Population Task Force 
Reports: These task forces were 
established in 2002 to provide the 
RICPG with a process of “activating” the 
plan and as a means of organizing 
important community information about 
target populations in a more scientific 
manner. The task forces include MSM, 
Substance Using Disorders, Women, 
Youth, and People Not in 
Treatment/People Who Don’t Know 
Their Status.  
 
Incorporated into each task force was a 
specific charge to address the needs of 
communities of color. In addition, 
because of the intense nature of the 
work of these task forces (task force 
meetings added an additional 4-6 hours 
per month per member involved in these 
groups) data and information was 
gathered using a series of various 
techniques including, focus groups, 
forums, surveys, population (research) 
studies and epidemiologic data. 
“Experts and researchers” from each 
target population were selected to be a 
part of each group and final reports that 
included methods of data/information 
collection, findings, and action steps 
were included in each report (Appendix 
I: 2003 Task Force Reports). In 2002, 
the RICPG adopted a Task Force 
approached to address issues for the 
five priority populations identified in 
2003.  The Task Forces have provided 
routine updates to the RICPG and the 
final reports for 2003 are included in 
Task Force members provide updates at 
all RICPG meetings. 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
The long-term maintenance of this 
objective is indicated in the following 
matrix:     
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Goal Two:  The Rhode Island Community Planning Group identifies priority HIV 
prevention needs (a set of priority target populations and interventions for each 

identified target population) in Rhode Island. 
 

Objective E 
In year 2004 

Activities Outputs Immediate 
Outcomes 

(2004) 

Intermediate 
Outcomes (5 year)

(2008) 
Ensure that 
prioritized target 
populations are 
based on an 
epidemiologic 
profile and a 
community 
service 
assessment. 
 

• Conduct 
ongoing 
trainings using 
the Office of 
HIV & AIDS  
Epidemiologist 
for: RICPG, 
consultants and 
HEALTH staff 
regarding 
community 
needs 
assessment 
and 
epidemiologic 
profile 

• Conduct 
assessments 
that obtain data 
from 
supplemental 
areas to 
augment 
epidemiologic 
profile through 
the established 
task forces of 
the RICPG 

• Use 
documented, 
standardized 
methods via 
workbook for 
prioritizing 
populations 

Attribute 37 (Target 
Populations): Evidence 
that the size of at-risk 
populations was 
considered in setting 
priorities for target 
populations 
Attribute 38 (Target 
Populations): Evidence 
that a measurement of 
the percentage of HIV 
morbidity (i.e., 
HIV/AIDS incidence 
available, was 
considered in setting 
priorities for target 
populations. 
Attribute 39 (Target 
Populations): Evidence 
that the prevalence of 
risky behaviors in the 
population was 
considered in setting 
priorities for target 
populations. 
Attribute 40 (Target 
Populations) Target 
populations are defined 
by transmission risk, 
gender, age, 
race/ethnicity, HIV 
status, and geographic 
location. 
Attribute 41 (Target 
Populations): Target 
populations are rank 
ordered by priority, in 
terms of their 
contribution to new HIV 
infections. 

• Establish 
Attributes 
37-41 by 
March 2004 

• Maintain 
attributes 
throughout 
the year 

• Attributes 
37-41 are 
incorporated 
into written 
RICPG 
documents 
by 12/04 

• 100% 
attainment 
of Attributes 
19-36 by 
12/04 

The RICPG 
continues to identify 
priority HIV 
prevention needs (a 
set of priority target 
populations and 
interventions for 
each identified 
target population) in 
Rhode Island and 
each corresponding 
objective is 
reviewed by the 
RICPG and 
maintained. 100% 
of the attributes 37-
41 are in place. 
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Objective F:  Ensure that prevention 
activities/interventions for identified 
priority target populations are based 
on behavioral and social science, 
outcome effectiveness, and/or have 
been adequately tested with intended 
target populations for cultural 
appropriateness, relevance and 
acceptability. 
 
Narrative Objective F: 
 
On the next page is the matrix that 
describes the elements associated with 
the selection of prevention 
activities/interventions for identified 
target populations in Rhode Island. The 
table reflects two important issues: 
 

1. Rhode Island based its selections 
on behavioral & social science, 
outcome effectiveness and/or 

2. the program has been adequately 
tested with intended target 
populations for cultural 
appropriateness, relevance and 
acceptability. 
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Goal Two:  The Rhode Island Community Planning Group identifies priority HIV 
prevention needs (a set of priority target populations and interventions for each 

identified target population) in Rhode Island. 
 

Objective F 
In year 2004 

Activities Outputs Immediate 
Outcomes 

(2004) 

Intermediate 
Outcomes (5 year)

(2008) 
Ensure that 
prevention 
activities/ 
interventions for 
identified priority 
target 
populations are 
based on 
behavioral and 
social science, 
outcome 
effectiveness, 
and/or have 
been 
adequately 
tested with 
intended target 
populations for 
cultural 
appropriateness
, relevance and 
acceptability. 
 

• Conduct 
ongoing 
trainings using 
the Office of 
HIV & AIDS  
Epidemiologist 
for: RICPG, 
consultants and 
HEALTH staff 
regarding 
community 
needs 
assessment 
and 
epidemiologic 
profile 

• Use Prevention 
Vendor 
Evaluation 
Findings to 
provide science 
based 
information 
about results of 
funded 
interventions to 
RICPG 

• Issues funding 
(RFPs) based 
on replicable, 
effective 
program 
strategy of CDC 

• Use 
documented, 
standardized 
methods via 
workbook for 
prioritizing 
populations 

Attribute 42 
(Prevention 
Activities/Interventions): 
Demonstrated 
application of existing 
behavioral and social 
science, and pre- and 
post-test outcome 
evidence (including 
evaluation date, when 
available) to show 
effectiveness in 
averting or reducing 
high-risk behavior 
within the target 
population. 
Attribute 43 
(Prevention 
Activities/Interventions): 
Evidence that the 
prevention 
activity/intervention is 
acceptable to the target 
population (e.g., testing, 
focus groups, etc.). 
Attribute 44 
(Prevention 
Activities/Interventions): 
Evidence that the 
prevention 
activity/intervention is 
feasible to implement 
for the intended 
population in the 
intended setting. 
Attribute 45 
(Prevention 
Activities/Interventions): 
Evidence that the 
prevention 
activity/intervention was 
developed by or with 
input from the target 
population. 
Attribute 46 
(Prevention 
Activities/Interventions): 
Prevention 
activities/interventions 
are characterized by 

Establish 
Attributes 42-48 
by June 2004 
 
 
Maintain 
attributes 
throughout he 
year 
Attributes 37-41 
are 
incorporated 
into written 
RICPG 
documents by 
12/04 
 
 
100% 
attainment of 
Attributes 42-48 
by 12/04 

The RICPG 
continues to The 
RICPG continues to 
identify priority HIV 
prevention needs (a 
set of priority target 
populations and 
interventions for each 
identified target 
population) in Rhode 
Island and each 
correspond 
ing objective is 
reviewed by the 
RICPG and 
maintained.  
 
100% of the 
attributes 42-48 are 
in place. 
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focus, level, factors 
expected to affect risk, 
setting, and 
frequency/duration. 
Atttribute 47 
(Prevention 
Activities/Interventions): 
Each prevention 
activity/intervention is 
also characterized by 
scale and significance. 
Attribute 48 
(Prevention 
Activities/Interventions): 
Prevention 
activities/interventions 
are prioritized by risk 
population and their 
ability to have the 
greatest impact on 
decreasing new 
infections. 
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Goal Three: Community planning 
ensure that HIV prevention resources 
target priority populations and 
interventions set forth in the 
comprehensive HIV prevention plan 
and evaluate the progress of this by 
increasing RICPG member 
perceptions across the five year 
grant process as well as monitoring 
intermediate outcomes of the 
process associated with this 
objective.     
 
 
Indicator E.3: Percent of prevention 
interventions supporting activities in 
the health department CDC funded 
application specified as a priority in 
the comprehensive HIV prevention 
plan. 
 
 
Indicator E.4: Percent of health 
department-funded prevention 
interventions/supporting activities 
that correspond to priorities 
specified in the comprehensive HIV 
prevention plan. 
 
 
 

 
 
 
 

Objective G: Demonstrate a direct 
relationship between the 
Comprehensive HIV Prevention Plan 
and the Health Department 
Application for federal HIV prevention 
funding. 
 
Narrative Object G: The RICPG has 
always built this objective into the 
process by ensuring that the RICPG has 
equal and timely opportunity to review 
the plan and the cooperative. HEALTH 
provides open access to the cooperative 
agreement by involving RICPG in the 
review and edits of the cooperative. 
These documents (the plan and the 
cooperative) are then matched for 
congruence and each year RICPG 
members get to scrutinize this 
congruence. It is estimated that the 
2004 cooperative is about 90-95% 
congruent with the plan. The small 
difference accounts for the necessary 
management and fiscal goals of 
HEALTH not reflective in the plan.  
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Goal Three: Community planning ensure that HIV prevention resources target priority 
populations and interventions set forth in the comprehensive HIV prevention plan and 
evaluate the progress of this by increasing RICPG member perceptions across the five 

year grant process as well as monitoring intermediate outcomes of the process 
associated with this objective. 

. 
 

Objective G 
In year 2004 

Activities Outputs Immediate 
Outcomes 

(2004) 

Intermediate 
Outcomes (5 year)

(2008) 
Demonstrate a 
direct 
relationship 
between the 
Comprehensive 
HIV Prevention 
Plan and the 
Health 
Department 
Application for 
federal HIV 
prevention 
funding. 

• Draft Plan 
and 
cooperative 

 Letter of 
concurrence  

 Draft of both 
documents 
to RICPG 

 Both Written 
with same 
priorities  

Attribute 49 
(Comprehensive 
Plan): Explicit 
demonstration of 
linkages between 
the comprehensive 
HIV prevention plan 
and the health 
department 
application to CDC 
for federal funding. 

Attribute 50 
(Comprehensive 
Plan): Letter of 
Concurrence. 

• Establish 
Attributes 
49-50 by 
September 
2004 

• Maintain 
attributes 
throughout 
the year 

• Attributes 
49-50 are 
incorporated 
into written 
RICPG 
documents 
by 12/04 

• 100% 
attainment 
of 
Attributes 
49-50 by 
12/04 

 
The RICPG 
continues to 
develop and 
monitor the fact that 
the RICPG priority 
populations and 
interventions are 
consistent with the 
Cooperative 
Agreement and 
funding priorities 
and each 
corresponding 
objective is 
reviewed by the 
RICPG and 
maintained.  
 
100% of the 
attributes 49-52 are 
in place. 
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Objective H: Demonstrate a direct relationship between the Comprehensive HIV 
Prevention Plan and funded interventions. 
 
Narrative Object H: The above narrative for objective G reveals an open process that 
allows the plan to mesh with the cooperative. HEALTH has maintained for many years 
that the contractual agreements and RFP process must also mesh with the plan and we 
have evidence of this in all our agreements thus far and plan to continue this 
congruence in the future. The RICPG is involved in the process of assuring that the 
RFPs and the contracts signed with vendors for HIV prevention reveal a direct 
relationship between the Comprehensive HIV Prevention Plan and funded interventions. 
 

Goal Three: Community planning ensure that HIV prevention resources target priority 
populations and interventions set forth in the comprehensive HIV prevention plan and 
evaluate the progress of this by increasing RICPG member perceptions across the five 

year grant process as well as monitoring intermediate outcomes of the process 
associated with this objective. 

Objective H 
In year 2004 

Activities Outputs Immediate 
Outcomes 

(2004) 

Intermediate 
Outcomes (5 year)

(2008) 
Demonstrate a 
direct 
relationship 
between the 
Comprehensive 
HIV Prevention 
Plan and funded 
interventions. 
 

• Conduct 
vendor 
activities that 
are reflective 
of plan 

• RFP process 
is in place and 
reflective of 
plan 

• New contracts 
established 
and are 
reflective of 
plan 

• Build into 
RICPG 
process 
opportunity for 
RICPG 
members to 
agree that 
recommended 
funded 
vendors and 
their 
interventions 
are consistent 
with their Plan 

Attribute 51 
(Comprehensive 
Plan): Explicit 
demonstration of 
linkages between 
the comprehensive 
HIV prevention plan 
and funded 
interventions. 
Attribute 52 
(Community 
Services 
Assessment): 
Explicit 
demonstration that 
the RICPG has 
used the CSA to 
determine whether 
interventions were 
funded according to 
the comprehensive 
HIV prevention 
plan. 

• Establish 
Attributes 
51-52 by 
September 
2004 

• Maintain 
attributes 
throughout 
the year 

• Attributes 
51-52 are 
incorporated 
into written 
RICPG 
documents 
by 12/04 

• 100% 
attainment 
of 
Attributes 
51-52 by 
12/04 

The RICPG 
continues to 
develop and 
monitor the fact that 
the RICPG priority 
populations and 
interventions are 
consistent with the 
Cooperative 
Agreement and 
funding priorities 
and each 
corresponding 
objective is 
reviewed by the 
RICPG and 
maintained.  
 
100% of the 
attributes 49-52 are 
in place. 
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INTRODUCTION 
 
The Epidemiologic Profile provides detailed information about the current HIV/AIDS 
epidemic in Rhode Island. The profile aims to describe the general population of Rhode 
Island, HIV infected persons, persons with AIDS, and those that are at risk of HIV infection. 
 
The Epidemiologic Profile is part of the commitment of the Rhode Island Department of 
Health to disseminate health related information to those who need to know. It is designed to 
serve as a tool at the disposal of the Rhode Island Community Planning Group for HIV 
Prevention (RICPG) to assist them in setting priorities for HIV prevention and care efforts in 
the state of Rhode Island.   
 
Organization of the Epidemiologic Profile 

       
This report is organized around three core epidemiological questions. Each question will be 
represented a separate chapter, which will include relevant data and interpretations. The core 
epidemiologic questions are: 
 
1) What are the socio-demographic characteristics of the population of Rhode Island? 

This section provides information on the demographic and socioeconomic characteristics 
of Rhode Island.  

2) What is the impact of the HIV/AIDS epidemic on Rhode Island? 
This section examines the scope of the HIV/AIDS epidemic in Rhode Island. This section 
is divided into two parts; the first part addresses AIDS cases and the second part 
addresses HIV infected (not AIDS) individuals 

3) Who is experiencing differential impact from the HIV/AIDS epidemic in Rhode Island? 
This section addresses certain populations that have been disproportionately affected by 
the epidemic. This section lies heavily on HIV data (not AIDS) as it aims to address 
current trends in HIV transmission.   

 
 

HIV/AIDS Surveillance in Rhode Island 
 
Surveillance mandate 

 
In accordance with Rhode Island General Laws, Chapter 23 and the “Rules and Regulations 
for the Reporting of Communicable Diseases” of the Rhode Island Department of Health, 
both HIV and AIDS are reportable to the Office of HIV & AIDS by hospitals, laboratories 
and licensed health care professionals. 
 
 
 
Case definitions 
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In its collection, assessment, and aggregation of HIV and AIDS reports, the Rhode Island 
Department of Health conforms to surveillance case definitions of HIV and AIDS 
promulgated by the Centers for Disease Control and Prevention (CDC) and revised over 
time. Case definitions have been published in 1986, 1987, 1992, and 1999. 

 
• CDC. Classification system for human T-lymphotropic virus type III/lymphadenopathy-associated 

virus infections. MMWR 1986; 35:334. 
• CDC. Revision of the CDC surveillance case definition for acquired immunodeficiency syndrome. 

MMWR        1987; 36:1-15S. 
• CDC. 1993 Revised Classification System for HIV Infection and Expanded Surveillance Case 

Definition for AIDS Among Adolescents and Adults. MMWR 1992; 41(RR-17). 
• CDC. Appendix: Revised Surveillance Case Definition for HIV Infection. MMWR 1999; 48(RR13); 

29-31. 
 

It is important to note that revisions in the CDC surveillance definitions of HIV and AIDS 
may cause discontinuities in trend data. Between 1992 and 1993, for example, the number of 
AIDS cases in Rhode Island and in the United States as a whole increased dramatically 
because of CDC’s expanded surveillance case definition for AIDS. 
 
Data sources 

 
Case surveillance of AIDS was initiated in Rhode Island in 1983, and HIV surveillance 
began in 1989. These surveillance systems provide information on risk factors, patient 
demographics, and the clinical manifestations of disease over time. The present 
Epidemiologic Profile relies primarily on these case surveillance data. However, the Office 
of HIV & AIDS utilizes an array of data sources to establish the most complete and accurate 
picture of HIV and AIDS in Rhode Island and the populations at highest risk for infection. 
The list below identifies many of the sources of information used by the Office of HIV & 
AIDS. 

 
HARS: (HIV/AIDS Reporting System) Includes all reported cases of AIDS since 1983 and 
HIV positive test results since 1989. 

 
HIVREP: (HIV Reporting System) Preceded the HARS system 

 
HIV Unique-Identifier Reporting System: Implemented in 2000, providers are required to 
report all cases of HIV infection with a unique patient identifier and without names. 

 
HIVSER: (HIV Serology Database) - Includes all positive and negative HIV test results 
submitted to the Rhode Island Department of Health State Laboratories. 

 
CTR: (Counseling, Testing and Referral Database)- Provides information on all HIV tests 
and services provided at CTR sites funded by the Rhode Island Department of Health. 

 
BRFSS: (Behavioral Risk Factor Surveillance System) 

 
YRBSS: (Youth Risk Behavior Survey) 
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STD Database: Information from the Rhode Island Department of Health's Office of 
Communicable Diseases that is used for identifying at-risk populations and co-infection. 

 
Tuberculosis Database: Information from the Rhode Island Department of Health's Office of 
Communicable Diseases that is used for identifying at-risk populations and co-infection. 

 
Cancer Registry: Information used for identifying individuals with AIDS-defining 
opportunistic infections. 

 
Social Security Death Index / Rhode Island State Medical Examiner: Two sources used to 
identify deaths attributed to AIDS and also to follow-up on previously reported cases. 

 
Hospital Medical Records: Patient medical records are utilized in AIDS validation studies 
and in the follow-up of previously reported cases.  

 
ACI Medical Records: All convicted inmates are tested for HIV at intake in the ACI (Adult 
Correctional Institute). The system in place has provisions to eliminate duplicate HIV 
positive test results.  
 
Data Limitations 

 
The ideal HIV/AIDS surveillance system would be capable of detecting and accurately 
detailing all new HIV infections so that HIV prevention programs could most accurately 
reflect the current factors causing people to be at risk. Since 1983, the Department of Health 
has required the reporting of all AIDS cases and since 1989 has required all HIV positive test 
results to be reported. The HIV positive test results have been collected without names or 
other identifying information in order to protect the anonymity of patients. However, this "no 
names/no identifiers" system fostered duplication and incomplete information. As a result, a 
new HIV reporting system was implemented in 2000 that uses a unique identifier code to 
maintain patient anonymity, but will eliminate case duplication and will allow for follow-up. 
This new HIV reporting system greatly improves the ability of the Office of HIV & AIDS to 
conduct HIV surveillance now and in the future. 

 
Despite the recent changes in the reporting of HIV, it is important to note that a newly 
reported case of HIV (or in the past an HIV positive test) does not necessarily signify a new 
HIV infection. Many individuals are unaware or are unwilling to be tested for HIV and 
therefore may be tested and diagnosed long after the initial infection occurred. Moreover, an 
individual infected with HIV may not progress to AIDS for many years, thereby making 
AIDS data potentially unreliable for the purpose of detailing current transmission patterns. 

 
Third parties, most frequently health care providers, report many of the sources of data used 
by the Office of HIV & AIDS. As a result, these reports rely on the patients and providers to 
accurately and completely disclose relevant information pertaining to risk factors, 
demographic characteristics and clinical history. 
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Core Epidemiologic Questions 
 
 
 

1) What are the socio-demographic characteristics of the population of 
Rhode Island? 

Rhode Island is a small but densely populated state; it has the distinction of being the second 
most densely populated state in the United States. In 2001, Rhode Island had a household 
population of 1.0 million - 529,000 (52 percent) females and 491,000 (48 percent) males. The 
median age was 37.5 years. Twenty-four percent of the population were under 18 years and 
14 percent were 65 years and older. 

Figure 1. Age Distribution of People in Rhode Island in 2001.  

 

  

For people reporting one race alone, 87 percent were White; 5 percent were Black or African 
American; less than 0.5 percent were American Indian and Alaska Native; 3 percent were 
Asian; less than 0.5 percent were Native Hawaiian and Other Pacific Islander, and 5 percent 
were some other race. Two percent reported two or more races. Nine percent of the people in 
Rhode Island were Hispanic. Eighty-two percent of the people in Rhode Island were White 
non-Hispanic. People of Hispanic origin may be of any race.  
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HOUSEHOLDS AND FAMILIES: In 2001 there were 406,000 households in Rhode 
Island. The average household size was 2.51 people.  

Families made up 63 percent of the households in Rhode Island. This figure includes both 
married-couple families (45 percent) and other families (18 percent). Non-family households 
made up 37 percent of all households in Rhode Island. Most of the non-family households 
were people living alone, but some were comprised of people living in households in which 
no one was related to the householder.  

Figure 2. Types of Households in Rhode Island 2001. 

 

EDUCATION: In 2001, 80 percent of people 25 years and over had at least graduated from 
high school and 27 percent had a bachelor's degree or higher. Among people 16 to 19 years 
old, 9 percent were dropouts; they were not enrolled in school and had not graduated from 
high school.  

The total school enrollment in Rhode Island was 264,000 in 2001. Preprimary school 
enrollment was 28,000 and elementary or high school enrollment was 172,000 children. 
College enrollment was 64,000.  
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Figure 3. The Educational Attainment of People in Rhode Island in 2001. 

 

 

  

DISABILITY: In Rhode Island, among people at least five years old in 2001, 16 percent 
reported a disability. The likelihood of having a disability varied by age - from 7 percent of 
people 5 to 20 years old, to 14 percent of people 21 to 64 years old, and to 42 percent of 
those 65 and older.  

INCOME: The median income of households in Rhode Island was $42,784. Seventy-six 
percent of the households received earnings and 17 percent received retirement income other 
than Social Security. Twenty-eight percent of the households received Social Security. The 
average income from Social Security was $12,019. These income sources are not mutually 
exclusive; that is, some households received income from more than one source. 

POVERTY AND PARTICIPATION IN GOVERNMENT PROGRAMS: In 2001, 12 
percent of people were in poverty. Seventeen percent of related children under 18 were 
below the poverty level, compared with 11 percent of people 65 years old and over. Nine 
percent of all families and 25 percent of families with a female householder and no husband 
present had incomes below the poverty level. Twenty percent of the households in Rhode 
Island received means-tested public assistance or non-cash benefits.   
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2) What is the Impact of HIV/AIDS on Rhode Island? 
 
 

AIDS in Rhode Island 
 
As of December 31, 2002, a total of 2,398 cases of AIDS have been diagnosed in Rhode Island 
residents. Since 1993, the incidence, which is the number of new cases of AIDS and deaths 
among AIDS cases have decreased dramatically, coinciding with the widespread use of more 
effective treatments. As seen in Figure 1, AIDS incidence has decreased by 69%. During the 
same time period the AIDS prevalence, or the total number of AIDS cases living in Rhode Island 
each year, has increased by almost 5 fold. 
 
Figure 4. Rhode Island AIDS Incidence, Prevalence, and Deaths, 1990-2002 
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Of the 2,398 cases diagnosed, the majority where males (76%), between 30-39 (45%) years of 
age and White (57%). Collectively intravenous drug use (IDU) was the most common mode of 
exposure. Table 1, shows a detailed demographic profile of all AIDS cases diagnosed since 
1982. Table 1 shows the demographic characteristics of all 2,398 cases. 
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Table 1. Demographic Characteristics of RI AIDS Cases 1982-2002 
 

Demographic Characteristics RI Cases 1982-2002 
Gender  
Male 1,843 (76%) 
Female    555 (23%)  
Total 2,398 (100%) 
  
Age Group  
     <5      20  (1%) 
  5-12        6  (<1%) 
13-19       7  (<1%) 
20-29    374  (16%) 
30-39 1,088 (45%) 
40-49    690  (29%) 
50+    213  (9%) 
Total 2,398 (100%) 
  
Race/Ethnicity  
Hispanic-All Races    407 (17%) 
American Indian/Alaska Native      22 (1%) 
Asian      13 (<1%) 
African American    584 (24%) 
Native Hawaiian/ Pacific Islander      <5 * 
White 1,372 (57%) 
Total 2,398 (100%) 
  
Exposure Category  
MSM    857 (36%) 
IDU    875 (37%) 
MSM/IDU    122 (5%) 
Hemophilia/Coagulation Disorder      38 (2%) 
Heterosexual Contact    440 (18%) 
Transfusion/Transplant      28 (1%) 
Mother with HIV      24 (1%) 
No Risk Reported      16 (<1%) 
Total 2,398 (100%) 
* Cell contained less than five cases  
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Epidemiological Trends of AIDS in Rhode Island 
 
The demographic profile of those diagnosed with AIDS has changed over time. Tables 2&3 
show the demographic characteristics of AIDS cases by year of diagnosis. 
 
Table 2. Demographic Characteristics of RI AIDS Cases by Year of Diagnosis 1993-1997 
 
 
Demographic Characteristics 1993 1994 1995 1996 1997 
Gender      
Male 252 (79%) 169 (75%) 127 (73%)   91 (73%)   99 (72%) 
Female   65 (21%)   57 (25%)   48 (27%)   34 (27%)   38 (28%) 
Total 317 (100%) 226 (100%) 175 (100%) 125 (100%) 137 (100%) 
      
Age Group      
  <13     5 (2%)   <5 *   <5 *   <5 *   <5 * 
13-19   <5 *   <5 *   <5 *   <5 *   <5 * 
20-29   44 (14%)   36 (16%)   20 (11%)     8   (6%)   12 (9%) 
30-39 147 (46%) 103 (46%)   84 (48%)   67 (54%)   62 (46%) 
40-49   94 (30%)   63 (28%)   52 (30%)   35 (28%)   49 (36%) 
50+   26 (8%)   24 (11%)   16 (9%)   15 (12%)   12 (9%) 
Total 317 (100%) 226 (100%) 175 (100%) 125 (100%) 137 (100%) 
      
Race/Ethnicity      
Hispanic-All Races     46 (15%)   44 (19%)   39 (22%)   22 (18%)   33 (24%) 
American Indian/Alaska Native     <5 *   <5 *   <5 *   <5 *   <5 * 
Asian     <5 *   <5 *   <5 *   <5 *   <5 * 
African American     57 (17%)    51 (23%)   45 (26%)   38 (30%)   37 (27%) 
Native Hawaiian/ Pacific Islander     <5 *   <5 *   <5 *   <5 *   <5 * 
White 211 (67%) 129 (57%)   87 (50%)   63 (50%)  65 (47%) 
Total 317 (100%) 226 (100%) 175 (100%) 125 (100%) 137 (100%) 
      
Exposure Category      
MSM 121 (39%)  78 (35%) 56 (32%) 33 (26%) 43 (31%) 
IDU 128 (41%)  89 (39%) 71 (41%) 56 (45%) 51 (37%) 
MSM/IDU   14 (4%)  12 (5%) 10 (6%)    9 (7%)   5 (4%) 
Hemophilia/Coagulation Disorder     9 (3%)  <5 * <5 * <5 * <5 * 
Heterosexual Contact   36 (11%)  46 (20%) 33 (19%) 24 (19%) 35 (26%) 
Transfusion/Transplant   <5 *  <5 * <5 * <5 * <5 * 
Mother with HIV     5 (2%)  <5 * <5 * <5 * <5 * 
No Risk Reported   <5 * <5 * <5 * <5 * <5 * 
Total 317 (100%) 226 (100%) 175 (100%) 125 (100%) 137 (100%) 
* Cell contained less than five cases      
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Table 3. Demographic Characteristics of RI AIDS Cases by Year of Diagnosis 1998-2002 
 
 
Demographic Characteristics 1998 1999 2000 2001 2002 
Gender      
Male  89 (74%) 71 (74%) 67 (76%)  64 (65%) 75 (75%) 
Female  32 (26%) 25 (26%) 21 (24%)  35 (35%) 24 (25%) 
Total 121 (100%) 96 (100%) 88 (100%)  99 (100%) 99 (100%) 
      
Age Group      
   <13 <5 * <5 * <5 * <5 * <5 * 
13-19 <5 * <5 * <5 * <5 * <5 * 
20-29 11 (9%)   5 (5%) 13 (15%) 14 (14%)   8 (8%) 
30-39 54 (45%) 31 (32%) 34 (39%) 37 (37%) 37 (37%) 
40-49 43 (36%) 41 (43%) 32 (36%) 31 (31%) 41 (41%) 
50+ 10 (8%) 18 (19%)   8 (9%) 15 (15%) 12 (12%) 
Total 121 (100%) 96 (100%) 88 (100%) 99 (100%) 99 (100%) 
      
Race/Ethnicity      
Hispanic-All Races 34 (28%) 24 (25%) 16 (18%) 27 (27%) 18 (18%) 
American Indian/Alaska Native <5 * <5 * <5 * <5 * <5 * 
Asian <5 * <5 * <5 * <5 * <5 * 
African American 33 (27%) 16 (17%) 26 (30%) 30 (30%) 32 (33%) 
Native Hawaiian/ Pacific Islander <5 * <5 * <5 * <5 * <5 * 
White 52 (43%) 55 (57%) 41 (47%) 40 (40%) 47 (48%) 
Total      
 121 (100%) 96 (100%) 88 (100%) 99 (100%) 99 (100%) 
Exposure Category      
MSM  34 (28%) 25 (26%) 23 (26%) 17 (17%) 28 (38%) 
IDU  42 (35%) 34 (35%) 32 (36%) 37 (37%) 22 (30%) 
MSM/IDU    5 (4%) <5 * <5 * <5 * <5 * 
Hemophilia/Coagulation Disorder <5 * <5 * <5 * <5 * <5 * 
Heterosexual Contact  35 (29%) 29 (30%) 27 (31%) 40 (40%)  20 (27%)  
Transfusion/Transplant  <5 * <5 * <5 * <5 * <5 * 
Mother with HIV  <5 * <5 * <5 * <5 * <5 * 
No Risk Reported  <5 * <5 * <5 * <5 * <5 * 
Total 121 (100%) 96 (100%) 88 (100%) 99 (100%) 99 (100%) 
* Cell contained less than five cases      
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Gender 
The total number of reported AIDS cases in males continues to far exceed the number of female 
AIDS cases in Rhode Island. While there are more male cases, the gap in the number of AIDS 
cases between genders has shown a steady decrease since 1993. In 1993, there were 187 more 
cases in males versus females in Rhode Island. In 2002 there were 51 more cases in males.  
 
While the increase in the number of women being diagnosed with AIDS is a national trend, this 
trend is more profound in Rhode Island. With Rhode Island ranking the 39th    according to the 
total number of AIDS cases diagnosed through the year 2000 it ranks the 30th according to the 
total number of females AIDS cases diagnosed through the year 2000.  
 

Figure 5. Rhode Island AIDS Incidence by Gender, 1993-2002 
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Age 
The age distribution of new AIDS case has maintained a fairly stable trend over the years.  
Figure 2 illustrates, the rate of AIDS incidence is significantly higher in the age groups 30 to 39 
and 40 to 49.  
 
 
 
Figure 6. Rhode Island AIDS Incidence by Gender, 1993-2002  
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Race 
Figure 4 shows that the majority of AIDS cases in Rhode Island have occurred in Whites (57%). 
However, 41% of the AIDS cases have occurred in African Americans and Hispanics who 
account for 14% of Rhode Island’s population, as shown in figure 5. African Americans 
experience the highest rate of disease, they account for 24% of all AIDS cases and only 5% of 
the total population of Rhode Island. Hispanics experience the second highest rate of disease, 
they account for 17% of all AIDS cases and only 9% of the total population of Rhode Island. 
 
 
Figure 7. Percentage of Cumulative AIDS Cases by Race in Rhode Island 1993-2002 
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Figure 8. Percentage of Rhode Island Population by Race, 2000 Census 
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Exposure Category 
 
While men who have sex with men (MSM) and injecting drug users (IDU) have been by far the 
dominant exposure categories since the beginning of the epidemic, this pattern is changing. Since 
1993, IDU and MSM-associated AIDS incidence have shown a downward trend, with IDU-
associated AIDS incidence dropping by 83% and MSM-associated AIDS incidence dropping by 
76%. AIDS cases associated with heterosexual contact on the other hand have maintained a 
fairly constant incidence, with modest fluctuations, in the same time period. 
 
Figure 9. Rhode Island AIDS Incidence by Exposure Category, 1993-2002  
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Pediatric AIDS Cases 
Between January 1, 2000 and December 31, 2002 one pediatric case of HIV/AIDS (ages 0-12 
inclusive) was reported to the state of Rhode Island. 
 
From 1982 to 2002, 25 children between the ages of zero and 12 were diagnosed with AIDS in 
Rhode Island.  Most cases were male (75 %) and Black (58 %). Transmission from a mother 
with HIV (88 %) was the most common risk factor.  
 
Table 4. Percentage of children ages 0-12 reported with AIDS, RI residents, 1982-2002, by 
demographic characteristic 
 

Demographic Characteristic % 
 (N=25) 
 Sex  
  Male 75 
  Female 25 
  Total 100 
  
Race/Ethnicity  
  White 29 
  Black 58 
  Hispanic * 
  Asian * 
  Native American * 
  Total 100 
  
Risk Factor  
  Mother w/ HIV 88 
  Pediatric Transfusion * 
  Total 100 
* Cell contained less than five cases  
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Death Among AIDS Cases 
 
In Rhode Island from 1990 through 2002, 934 deaths occurred among persons with 
AIDS.  Since 1990, with the exception of a small increase in 2000, the number of deaths 
has steadily declined (Figure7). The demographic profile of deaths among AIDS cases is 
similar to that of AIDS incidence, in regards to gender, race/ethnicity, age and exposure 
category distribution. 
 
Figure 10. AIDS Deaths, RI Residents, 1990-2002 
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HIV in Rhode Island 
 

Overview 
 

 
 
Between January 1, 2000 and December 31, 2002, there were 418 Rhode Island 
residents newly diagnosed with HIV and reported to the Rhode Island Department of 
Health. This number provides a minimum estimate of HIV infection, as it does not 
include HIV infected individuals who do not get tested and those who get tested 
anonymously.  
 
According to the Centers for Disease Control and Prevention (CDC) there was an 
estimated 850,000-950,000 individuals living with HIV (not AIDS) and AIDS in the 
United States at the end of the year 2000. Based on this estimate there were 2,379-
2,659 individuals living with HIV (not AIDS) and AIDS in the state of Rhode Island.   

  
Reporting newly diagnosed cases of HIV in Rhode Island 

 
The reporting of positive HIV test results has been mandatory in Rhode Island since 
1989. From 1989 through 1999, reports purposely did not contain sufficient 
identifying information to establish the uniqueness of an individual test result with 
certainty, and because many people testing positive for HIV frequently received more 
than one test, the number of positive tests exceeded the numbers of persons with 
newly diagnosed HIV. For this reason, the number of positive HIV tests received 
annually during this period of observation was used only as a very rough indicator of 
the incidence of newly diagnosed HIV, influenced not only by the true incidence rate, 
but also by norms of HIV testing, including the rate at which high-risk individuals 
sought testing, the size of groups such as prison inmates for whom testing was 
mandatory, and the average number of additional tests sought after an initial positive 
test result. 

 
From the year 2000 onward, reports of positive HIV test results have contained 
unique personal identifiers with which duplicate test results may be culled from the 
aggregate with great certainty, allowing greater confidence in the interpretation of 
HIV data. The present report contains the first age-adjusted HIV incidence rates 
computed for Rhode Island, based on counts of newly diagnosed HIV cases for 2000 
and 2001. 

 
There were 418 new cases of HIV diagnosed in the period from January 1, 2000 to 
December 31, 2002. 
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Table 5.Demographic Characteristics of HIV Cases, January 1, 2000 to 
December 31, 2002. 

Demographic 
Characteristics 

Number of Newly Diagnosed Cases of HIV 

 2000 2001 2002 Total 
Gender     
Male  84 (69.4%) 114 (75.5%) 106 (72.6%) 304 (72.7%) 
Female 37 (30.6%) 37 (24.5%) 40 (27.4%) 114 (27.3%) 
     
Total 121 (100%) 151 (100%) 146 (100%) 418 (100%) 
     
Age Group     
 <13 * * * * 
 13-19 3 (2.5%) 4 (2.6%) 5 (3.4%) 12 (2.9%) 
 20-29 25 (20.7%) 32 (21.1%) 35 (24%) 92 (22%) 
 30-39 55 (45.5%) 61 (40.4%) 58 (39.7%) 174 (41.6%) 
 40-49 31 (25.6%) 42 (27.8%) 40 (27.4%) 113 (27%) 
 50+ 7 (5.8%) 12 (7.9%) 8 (5.5%) 27 (6.5%) 
     
Total 121 (100%)  151 (100%)  146 (100%) 418(100%)  
     
Race/Ethnicity     
White 41 (33.9%) 56 (37.1%) 64 (43.8%) 161 (38.5%) 
Black 38 (31.4%) 49 (32.5%) 51 (34.9) 138 (33.0) 
Hispanic 37 (30.6%) 45 (29.8%) 31 (21.2%) 113 (27.0%) 
Asian 5 (4.1%) * * * 
Native American * * * * 
     
Total 121 (100%) 151 (100%) 146 (100%) 418(100%)  
     
Risk Factor     
  MSM 28 (23.1%) 50 (33.1) 43 (29.5%) 121 (28.9%) 
  IDU  25 (20.7%0 27 (17.9%) 24 (16.4%) 76 (18.2%) 
  MSM / IDU * * * * 
  Heterosexual 
Contact 

22 (18.2%) 25 (16.6%) 19 (13%) 66 (15.8%) 

  Transfusion * * * * 
  No Risk 
Specified 

44 (39.4%) 46 (30.5%) 58 (39.7%) 148 (35.4%) 

     
Total 121 (100%) 151 (100%) 146 (100%) 418 (100%) 
     
County of 
Residence 

    

     
Homeless * * * * 
Bristol * * * * 
Kent 8 (6.6%) 11 (7.3%) 7 (4.8%) 26 (6.2%)  
Newport 5 (4.1%) * 6 (4.1%) 15 (3.6%) 
Providence 103 (85.1%) 128 (84.8%) 125 (85.6%) 356 (85.2%) 
Washington * 6 (4%) * 12 (2.9%) 
Total 121 (100%) 151 (100%) 146 (100%) 418 (100%) 
* Cell contained less than five cases 
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Highlights 

 
Of the 418 HIV cases diagnosed and reported to the Rhode Island Department of Health
from January 1, 2000 – December 31, 2002: 
 
a) 73% were males and 27% were females.  
 
b) The majority of cases were between the ages of 30 and 39 (42%).   
 
c) By Race/Ethnicity 

• 39% of the cases were White 
• 33% were African American 
• 27% were Hispanic 
• 1% was Asian/Pacific Islander.  

 
d) By mode of exposure to HIV 

• 35% had an unspecified mode of exposure  
• 29% were MSM  
• 18% were IDU 
• 16% were exposed through heterosexual contact 
• 1% were both MSM and IDU 
• 1% percent was exposed through a transfusion or transplant. 

 
e)  The majority of cases (85%) were residents of Providence County. 
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Figure 11. Rhode Island HIV Incidence 2000-2002 

0
20
40
60
80

100
120
140
160

2000 2001 2002
Year

Cases

 
 
 
 
Figure 12. Rhode Island HIV Incidence by Gender 2000-2002 
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3) Who is experiencing differential impact from the HIV/AIDS 
epidemic? 
 
MSM ‘Men Who Have Sex With Men’ 
 
Despite an overall decrease in the rates of HIV and AIDS incidence, MSM continues to 
be the leading exposure category for HIV infection among men. Figure 10 illustrates this 
finding over the period from January 1, 2000 to December 31, 2002. The second highest 
exposure category is Risk Not Specified. Whether this represents a true lack of 
knowledge as to how these individuals were infected or a reluctance to reveal an MSM 
orientation or any other risk factor requires further investigation. Figure 10 illustrates 
these finding over the period from January 1, 2000 to December 31, 2002. 
 
 
 
Figure 13. HIV (not AIDS) Incidence Among Men by Exposure Category 2000-2002.  
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As for the racial distribution of HIV infection among the MSM population, Whites 
account for the vast majority of MSM infected with HIV with 61%, compared to 22% 
and 17% for African Americans and Hispanics respectively. HIV disproportionately 
affects African American and Hispanic MSM, while they represent 14% of Rhode 
Island’s population they account for 39% of the MSM infected with HIV.  Looking at the 
incidence per 100,000 illustrates a much better picture. Figures 11 and 12, illustrate these 
findings in the period from January 1, 2000 to December 31, 2002. 
 
 
 
 
 
Figure 14. HIV Infected MSM by Race, 2000-2002 
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Figure 15. HIV Infected MSM by Race, 2000-20002 
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The age distribution of MSM infected with HIV, from January 1, 2000 to December 31, 
2002, follows a similar pattern to the overall individuals infected with HIV, with the 
majority between 30 – 39 years of age.  
 
 
 
 
Figure 16. HIV Infected MSM by Age and Year of Diagnosis 
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IDU ‘Intravenous Drug Users’ 
 
Intravenous Drug Use continues to be the leading exposure category for all AIDS 
diagnosis and the third leading exposure category among HIV (not AIDS) positive 
individuals. IDU accounts for 37% of all AIDS cases diagnosed since 1982. In the period 
from January 1, 2000 to December 31, 2003 18% of all new HIV infections were a result 
of IDU.  
 
IDU is the third leading exposure category for HIV (not AIDS) among men surpassed 
only by MSM and risk not specified. Among women IDU is the third leading exposure 
category for HIV (not AIDS) surpassed only by Heterosexual Contact and Risk Not 
Specified.  
 
African American And Hispanic individuals of both sexes are more heavily impacted by 
HIV as a result of IDU than are Whites. Hispanics who represent 9% of Rhode Island’s 
population account for 48% of HIV infected women who acquired their infection through 
IDU and 47% of HIV infected men who acquired their infection through IDU. African 
Americans who represent 5% of Rhode Island’s population account for 22% of HIV 
infected women who acquired their infection through IDU and 17% of HIV infected men 
who acquired their infection through IDU. Whites who represent 87% of Rhode Island’s 
population account for 30% of HIV infected women who acquired their infection through 
IDU and 36% of HIV infected men who acquired their infection through IDU. 
 
Figure 17. HIV Infected IDU Women by Race, 2000-20002 
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Figure 18. HIV Infected IDU Men by Race, 2000-2002 

36%

17%

47%

White African American Hispanic
 

 
 
The age distribution of IDU infected with HIV, from January 1, 2000 to December 31, 
2002, follows a similar pattern to the overall individuals infected with HIV, with the 
majority between 30 – 39 years of age.  
 
 
 
Table 6. Age Distribution of HIV Infected IDU by Year of Diagnosis 
Age Group Year 
 2000 2001 2002 Total 
13-19 <5 * <5 * <5 * <5 * 
20-29 <5 *  5 (18.5%)  5 (20.8%)  12   (15.8%) 
30-39 11 (44%)  9 (33.3%)  9 (37.5%)  29   (38.2%) 
40-49 12 (48%)  9 (33.3%)  9 (37.5%)  30   (39.5%) 
50+ <5 * <5 * <5 *    5   (6.6%) 
Total 25 (100%) 27 (100%) 43 (100%) 121  (100%) 
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Minority Women 
 
In the period between January 1, 2000 to December 31, 2002, 114 women were 
diagnosed with HIV (not AIDS) in Rhode Island. African American and Hispanic women 
who represent 14% of Rhode Island’s female population accounted for 74% of the cases. 
 
The impact of HIV on African American and Hispanic women far exceeds that on 
African American and Hispanic men who account for 55% of all men diagnosed with 
HIV during the same time period. While African Americans and Hispanics of both 
genders are disproportionately affected by the epidemic the impact on women is 
tremendous. Figure 17 best illustrates the disproportionate impact of HIV on minority 
women as it shows the rate of HIV infection by race per 100,000 women. 
 
As for the exposure category, Hispanic women have the highest number of cases with 
IDU as their mode of exposure to HIV, while African American and White women have 
an equal number of cases with heterosexual contact as their mode of exposure to HIV.  
 
It is worth mentioning that a large number African American and Hispanic women have 
an unspecified risk of exposure. Whether this represents a true lack of knowledge as to 
how they were infected or not, requires further investigation. Figure 18 illustrates the 
aforementioned findings. 
 
 
 

Figure 20. Racial Distribution of HIV 
Infections in Men 2000-2002
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Figure 19. Racial Distribution of 
HIV Infections in Women 2000-
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Figure 21. HIV Rates Among Women by Race/Ethnicity, Rhode Island, 2000-2002 
 
 
  
 
 
  
 
 
 
 
 
 
 
 
 
 
 
Figure 22. HIV Rates Among Women by Exposure Category, Rhode Island, 2000-
2002 
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Inmates of the Rhode Island ACI ‘Adult Corrections Institute’ 

 
Prison inmates accounted for 26 percent of newly diagnosed HIV cases (31 of 121 cases) 
in 2000, 21 percent (31 of 151 cases) in 2001, and 19 percent (28 of 146 cases) in 2002. 
The demographic characteristics of prison inmates newly diagnosed with HIV were 
similar in all 3 years. Most cases of HIV were diagnosed among persons between the 
ages of 30 and 39 and most were males.  Among prison inmates newly diagnosed with 
HIV, Hispanics had the most cases, followed by African Americans, then Whites. Risk 
Not Specified and IDU were more commonly associated with HIV infection among 
prison inmates than other risk factors. 
 
Table 7. Percentage of newly diagnosed cases of HIV, RI prison inmates, 2000-
2001, by demographic characteristics 
 
Demographic Characteristic 2000 2001 2002 
 (N=32) (N=31) (N=28) 
Age   
  13-19 * * * 
  20-29 19 23 18 
  30-39 48 55 43 
  40-49 23 23 39 
  50+ * * 0 
   Total 100 100 100 
Sex   
  Male 84 87 86 
  Female 16 13 14 
      Total 100 100 100 
Race/Ethnicity   
  White 26 13 39 
  Black 31 39 36 
  Hispanic 38 48 25 
  Asian * * * 
  Native American * * * 
      Total 100 100 100 
Risk Factor   
  MSM * * * 
  IDU  19 29 21 
  MSM/IDU * * * 
  Heterosexual Contact * * * 
  Risk Not Specified 58 61 61 
  Total 100 100 100 
*  Percentage not computed - cell contained less than five cases    
 



 
 

 2002 Rhode Island Epidemiologic Profile of HIV/AIDS 
 

66

Persons Unaware of Their HIV Status 
 
The Centers for Disease Control and Prevention (CDC) estimates that 30% of those 
infected with HIV are unaware of their status.  Those individuals do not seek medical 
treatment and hence are unable to experience the overall improvement in quality of life, 
experienced by other HIV infected individuals, owed to improvement in health services 
and advances in treatment modalities.  Furthermore they do not receive any preventive 
services and therefore continue to be a potential source for HIV transmission. 
 
Individuals that are co-diagnosed with HIV and AIDS are individuals that were unaware 
of their infection for the most part and were diagnosed late in the course of their 
infection. Thus, they are representative of those that are infected but unaware of their 
status. 
 
101 individuals were diagnosed with both HIV and AIDS in the period from 2000-2002, 
approximately 24% of the 418 individuals diagnosed with HIV in the same time period.  
 
36% of those co-diagnosed with both HIV and AIDS were females, 64% were males. 
Comparing the percentage of females diagnosed with both HIV and AIDS with the 
percentage of females diagnosed with HIV in the period from 2000-2002 we find there is 
a 9% increase (27% vs. 36)% in the percentage of females co-diagnosed with both HIV 
and AIDS. 
 
The majority of those co-diagnosed with both HIV and AIDS are African Americans 
39% (who represent 5% of the population), followed by Whites 33%(who represent 82% 
of the population), followed by Hispanics 26%(who represent 9% of the population). 
African Americans and Hispanics make up the vast majority of those co-diagnosed with 
HIV and AIDS. 
 
The number one risk factor among those co-diagnosed with HIV and AIDS is 
heterosexual contact (51%), followed by MSM (21%) and IDU (21%).    
 
Table 8 provides a comparison of demographic characteristics among those co-diagnosed 
with HIV and AIDS and those diagnosed with HIV alone. 
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Table 8. Comparison of Demographic Characteristics of Individuals Diagnosed 
with HIV Alone and Individuals Co-diagnosed with HIV and AIDS, January 1, 
2000 to December 31, 2002. 

 
 

Demographic 
Characteristics 

Individuals 
Diagnosed with 

HIV (only),  
2000-2002 

Individuals Co-
diagnosed with 
HIV and AIDS, 

2000-2002 
Gender   
Male  304 (73%) 64 (64%) 
Female 114 (27%) 36 (36%) 
   
Total 418 (100%) 101 (100%) 
   
Age Group   
 <13 * * 
 13-19 12  (2.9%) * 
 20-29 92  (22%) 10 (10%) 
 30-39 174 (41.6%) 38 (38%) 
 40-49 113 (27%) 38 (38%) 
 50+  27 (6.5%) 11 (11%) 
  
Total 418(100%)  101 (100%)  
  
Race/Ethnicity  
White 161 (38.5%) 33 (33%) 
Black 138 (33.0) 39 (39%) 
Hispanic 113 (27.0%) 26 (26%) 
Asian * * 
Native American * * 
   
Total 418 (100%)  101 (100%)  
   
Risk Factor   
  MSM 121 (28.9%) 21 (21%) 
  IDU  76 (18.2%) 21 (21%) 
  MSM / IDU * * 
  Heterosexual 
Contact 

66 (15.8%) 51 (51%) 

  Transfusion * * 
  No Risk 
Specified 

148 (35.4%) * 

Mother with/HIV * * 
   
Total 418 (100%) 101 (100%) 
   

* Cell contained less than five cases 
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Youth and HIV 
 
In the United States, HIV-related death has the greatest impact on young and middle-aged 
adults, particularly racial and ethnic minorities. In 1999, HIV was the fifth leading cause 
of death for Americans between the ages of 25-44. Among African American men in this 
age group, HIV has been the leading cause of death since 1991. In 1999, among black 
women 25-44 years old, HIV infection was the third leading cause of death since. Many 
of these young adults likely were infected in their teens and twenties. It has been 
estimated that at least half of all new HIV infections in the United States are among 
people under 25, the majority of young people are infected sexually (Rosenberg PS, 
Biggar RJ, Goedert JJ. Declining age at HIV infection in the United States [letter]. New 
Engl J Med 1994; 330:789-90) 
 
Eleven percent (45 out of 418) of all the HIV cases diagnosed in Rhode Island in the 
period from January 1, 2000 to December 31, 2002 occurred in individuals 14 – 24 years 
of age. There has been a steady rise in the incidence of HIV among this age group in the 
past three years. Figure 23 illustrates these findings. 
 
Figure 23. HIV Incidence among Youth (14-24 years old), 2000 – 2002 
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Of the 45 cases diagnosed among youth 29 were males and 16 were females. Youth of 
racial and ethnic minorities were heavily impacted with 38% (17 cases) occurring in 
African American youth, 29% (13 cases) occurring in Hispanic youth and 33% (15 cases) 
occurring in White youth.  
 
Among males, Male-to-Male Sex (52%) was the most common risk category followed by 
Unspecified Risk (32%).  Among females Unspecified Risk (75%) was the most common 
risk category followed by Intravenous Drug Use (13%). Figures 24 and 25 illustrate these 
findings.  
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Figure 24. HIV Rates Among Male Youth by Exposure Category, Rhode Island, 
2000-2002 
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Figure 25. HIV Rates Among Female Youth by Exposure Category, Rhode Island, 
2000-2002 
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Surrogate Data in Rhode Island 

 
STD Data: Rhode Island, 2002 

 
STD Epidemiology Summary: Rhode Island, 2002 

 
SYPHILIS:  The year 2001 marked the first time in more than a decade that there was a 
rise in the number of cases of infectious syphilis in the United States with a 2% increase 
from 2000 to 2001.  Increases of primary and secondary syphilis among men who have 
sex with men (including bisexuals) of all races have been noted to be associated with 
outbreaks in large cities, such as Chicago, Los Angeles, New York City, San Francisco, 
Seattle and Miami.   
 
 Rhode Island, like many other parts of the country, has also seen an increase in the 
reports of infectious syphilis, which comprises primary, secondary and early-latent 
syphilis.  Although the increase in numbers is not as dramatic as other regions of the 
country, it is still significant non the less.   
     
There were 21 cases of infectious syphilis statewide in 2002, an increase of 75% over 
the 12 reported  cases in 2001.  Perhaps more striking is the 320% increase in infectious 
syphilis from 2000 to 2002.  Fifteen of the twenty-one reported cases were male and 
ten of those fifteen cases were men who have sex with men. Of the latter, five were 
self reported to be HIV positive.  Unlike gonorrhea and chlamydia, where infection is 
distributed mostly among the 15-24 year old population, the cases of infectious syphilis 
reported in Rhode Island had an average age of 34 years. 
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GONORRHEA:  The year 2002 marked the fourth year in a row that the number of 
gonorrhea case in Rhode Island rose.  There were 901 cases of gonorrhea reported in 
2002 compared to 830 cases in 2001.  This corresponds to an 8.6% increase in the 
number of cases reported to HEALTH from 2001 to 2002.   There has been a 110% 
increase in the reported cases of gonorrhea from 1998, when only 430 cases were 
reported, to 2002.   
    The statewide incidence of gonorrhea rose from 79 cases per 100,000 in 2001 to 86 
cases per   100,000 in 2002.  African-Americans had the highest rate of gonorrhea in  

Infectious Syphilis Cases 
Rhode Island 
2000 - 2002 

 2000 2001 2002 
 # Rate* # Rate* # Rate* 
Statewide 
 

Core Cities 
(Providence, 
Pawtucket, Central 
Falls) 

 
Hispanic 
Black 
White 
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* Rates are expressed as cases/100,000 population.  Rates are based on the 2000 Rhode Island population 
as calculated by the U.S. Bureau of the Census. 
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GONORRHEA:  The year 2002 marked the fourth year in a row that the number of 
gonorrhea case in Rhode Island rose.  There were 901 cases of gonorrhea reported in 
2002 compared to 830 cases in 2001.  This corresponds to an 8.6% increase in the 
number of cases reported to HEALTH from 2001 to 2002.   There has been a 110% 
increase in the reported cases of gonorrhea from 1998, when only 430 cases were 
reported, to 2002.   
    The statewide incidence of gonorrhea rose from 79 cases per 100,000 in 2001 to 86 
cases per   100,000 in 2002.  African-Americans had the highest rate of gonorrhea in 
Rhode Island at 895 cases per 100,000 people.  They were followed by Hispanics at 203 
cases per 100,000 and Whites at 36 cases per 100,000.  Females comprised 54% of the 
gonorrhea cases.    
 
Figure 26. Reported Cases of Gonorrhea, Rhode Island, 1993-2002 
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CHLAMYDIA:   There were 2,832 cases of chlamydia reported to HEALTH in 2002.  
This represents a 3% decrease from the 2,912 cases reported in 2001.  Even with the 
decrease, the number of cases reported in 2002 represents the second highest number of 
chlamydia cases in a year since it became a reportable disease in Rhode Island.  Like in 
past years in Rhode Island, females accounted for approximately three-quarters of the 
chlamydia cases.  The discrepancy between males and females is more than likely due to 
the increased use of screening for chlamydia in females rather than the lack of infections 
in males. 

 
Figure 27. Reported Cases of Chlamydia, Rhode Island, 1993-2002 
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ENCORE: Rhode Island’s Needle Exchange Program 
 
ENCORE (Education, Needle Exchange, Counseling, Outreach and Referral) is an 
anonymous and confidential program, conducted by the Office of HIV/AIDS in Rhode 
Island since April 1995. The purpose of the needle exchange program is to prevent 
HIV/AIDS by giving injection drug users the tools (such as new syringes, bleach, clean 
cotton, alcohol swabs, condoms, information on skin care, and counseling and/or 
referrals) to protect themselves. The information provided in the mandatory enrollment 
interviews is helpful in identifying the risk behaviors of current IDUs in Rhode Island.   
 
The following figures present number and demographic characteristics of the ENCORE 
enrollees. 
 

Figure 28. New ENCORE 
Enrollments by Year
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Figure 29. New ENCORE Enrollees 
by Gender 1995-2002
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Figure 30. New ENCORE Enrollees by 
Race/Ethnicity 1995-2002
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Figure 31. Percent of New Enrollees Who Have 
NOT Shared Syringes with Others in the Past 30 
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CTS (Counseling Testing and Referral Sites) in Rhode Island 
 
Publicly funded counseling and testing services provided by State Health Department in 
collaboration with the CDC (Centers for Disease Control and Prevention) were initiated 
in 1985 to provide alternatives to blood donation as a means for high –risk persons to 
determine their HIV status. These services became an integral part of HIV prevention 
programs and the HIV Counseling and Testing System (CTS) was developed to monitor 
client’s use of program services. CTS provide anonymous (no identifying information 
recorded) and confidential (identifying information recorded) voluntary HIV counseling, 
testing, and referral services.   
 
In 2002 there was a total of 3,003 HIV tests performed at CTS in Rhode Island. Of these 
3,003 tests 18 were positive. 722 tests were anonymous, 2,259 tests were confidential and 
22 were unspecified. 2,040 (68%) of the individuals tested at CTS were males, 919 (31%) 
were females and 44 (1%) were of undetermined gender. Five percent (5%) of those 
utilizing CTS services in 2002 were White, 24% were African American, 25% were 
Hispanic, 3% were Asian or Pacific Islander, 1% were native Americans, and 2% were of 
undetermined race. The majority of CTS clients were in the 20 to 29 years old age group 
(47%). Figure 18 illustrates the Distribution of clients by risk factors. We find in order of 
magnitude that heterosexuals were the largest group to utilize CTS services, followed by 
those with a previous STD diagnosis followed by MSM. 
 
 
 
Figure 32. Distribution of CTS Clients by Risk Factor 
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Section Three:  
 

Community Service 
Assessment 

 
 
 



 
 

83

Section Three: Community Service Assessment 
 
Introduction 
 
The Rhode Island Community Service Assessment for 2004 includes three 
components: 
 
 
 

1. Needs Assessment:  The RICPG adopted 
a Task Force model for each of the priority 
populations/behaviors at the end of 2002.  
During the 2002 and 2003 grant years, the task 
forces met, gathered information to address issues and developed plans.  The 
issues and a summary of the report from the five task forces are included in this 
chapter.  The 2004 plan for the needs assessment is outlined below. 

 
 

Objective 
 

Activities Output Immediate 
Outcome 

(2004) 

Intermediate 
Outcome 

(2008) 
To continue to 
conduct a 
needs 
assessment 
based on the 
priority 
population/ 
behaviors using 
coordinated 
community 
assessment 
strategies 

• Facilitate a plan 
to conduct a 
community 
assessment 

• Facilitate the 
priority 
population/ 
behavior task 
forces meetings 

• Conduct activities 
associated with 
each task force 
plan 

• Train staff and 
RICPG in 
community 
assessment 
strategies 

Task 
Force 
Report(s) 

The RICPG 
has 
additional 
information 
to assist in 
the priority 
setting 
process. 

RICPG 
members are 
prepared to 
act on the 
tasks 
associated 
with 
community 
planning. 
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2. Resource Inventory:  The resource inventory was 
initiated in 2002 and updated in 2003.   The 2004 plan for 
the resource inventory is outlined below: 

 
 

 
Objective Activities Output Immediate 

Outcome 
(2004) 

Intermediate 
Outcome 

(2008) 
To continue to 
conduct a 
resource 
inventory of 
services 
associated 
with HIV/AIDS 
prevention 
and treatment. 

Explore cost 
effective 
methods of 
gathering 
inventory 
information. 
 
Conduct 
resource 
inventory 
update for 
2004. 
 
Make 
inventory 
available on 
HEALTH web 
site. 

Updated 
resource 
inventory to 
include Ryan 
White 
services and 
substance 
abuse 
treatment 
centers 
offering HCV 
testing. 

The RICPG 
has additional 
information to 
assist in the 
priority setting 
process. 

RICPG 
members are 
prepared to 
act on the 
tasks 
associated 
with 
community 
planning. 

 
 

3. Gaps Analysis: The resource inventory and needs assessment was utilized to 
identify gaps.  The 2004 plan for the gaps analysis is outlined below: 

 
Objective Activities Output Immediate 

Outcome 
(2004) 

Intermediate 
Outcome 

(2008) 
To conduct a 
gap analysis 
using the 
resource 
inventory 
needs 
assessment 
and priorities 
set by the 
RICPG. 

Identify 
methodology 
to conduct 
gap analysis. 
 
Present 
criteria to 
RICPG for 
identifying 
gaps. 

Gaps analysis The RICPG 
has additional 
information to 
assist in the 
priority setting 
process. 

RICPG 
members are 
prepared to 
act on the 
tasks 
associated 
with 
community 
planning. 
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Needs Assessment Narrative 
 
In 2004, HEALTH will complete a 
coordinated community assessment that 
includes: 

• Training staff and community on 
conducting community 
assessments; 

• Developing and conducting 
effective strategies for gathering 
information for the community 
assessment; and 

• Preparing the RICPG to utilize 
the needs assessment results to 
support priority setting. 

 
2003 Task Force Summary Reports 

 
In 2002, the Rhode Island Community 
Planning Group (RICPG) created Task 
Forces associated with each high risk 
population/behavior. The goal of each 
the Task Forces was to create three to 
five action steps for the next year that 
would be implemented to minimize risk 
associated with HIV in each of the target 
areas.  
 
Each Task Force chose how to meet 
this goal and the following is a summary 
of the results.  A copy of the full report 
for each task force is located in the 
appendices (Appendix I:  2003 Task 
Force Reports). 
  
Priority 1 - Men Engaging in 
Unprotected Sex with Men and/or 
women 
The MSM Task Force identified the 
following issues to explore through a 
community forum with providers and 
clients: 

• Epi data from HEALTH reveals 
an increase of cases among 
MSM.  

• Increases in specific social 
venues in the state predispose 
MSM to unusually high risk of 
receiving/transmitting STIs, 
Hepatitis A & B and HIV. 

• Shortage of effective 
interventions directed towards 
MSM.  

• Shortage of effective 
interventions focusing on men of 
color, especially down low and 
transgender populations.  

• Shortage of effective, pro social 
venues for MSM in all 
categories fostering community, 
relationships and creating 
support. 

  

MSM Forum Recommendation 
Highlights 
• Produce an annual report specific to 

MSM with identified variables, 
behavior and disease trends. 

• To increase service providers’ 
knowledge and awareness of 
available services for MSM.  

• CTR gay friendly sites, including 
communities of color and youth, in 
place by next year including staff 
training, evaluation and follow up.  

• Create better support services for 
positive/non-positive clients. 

• Include Prevention Case 
Management into HIV prevention 
funding. 

• Build community sensitivity through 
information/media about need for 
better testing sites and how to get 
MSM into testing and healthcare. 
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• Look for policy changes and/or better 
access to safer sex materials in 
prison home confinement, and 
training school.  

• Work with community based 
agencies on assessing MSM issues 
and training staff to reduce 
homophobia and the creation of 
prevention program that are 
inclusive. 

 
Priority 2 – 
Injecting Drug 
Users and other 
substance users 
and their partners 
The Substance 
Using Disorder Task 
Force identified the 
following issues to 
explore through 
focus groups with 
providers and clients: 
 

• What is the 
role of syringe exchange since 
the law change? What is 
happening with the syringe 
exchange now that possession 
has been decriminalized? 

• What is the current availability 
and access to IDU drug treatment 
issues? 

• What are the substance 
treatment issues for inmates 
being released from prison?  
What are the 
contributions/barriers to access 
services for inmate discharged 
from the prison? 

 
IDU Task Force Recommendation 
Highlights 

• Access to services for the 
under and uninsured appears 
to be an ongoing problem.  

Clients talk about having to be 
intoxicated to get service.  
The funding for more 
uninsured beds is unlikely. 

• There are a number of 
substance abuse treatment 
provider training issues 
identified. IDU have a 
complex array of issues such 
as job training, social stigma, 
health problems, low-income 
housing and family strife that 
hinder and/or jeopardizes 
their recovery process.  The 
impact on the treatment 
programs includes a need for 
more professional 
development to meet these 
challenges; provider burnout 
prevention; and collaboration 
across agencies to coordinate 
care. 

• ENCORE is not routinely used 
by IDU especially since 
syringes are available in the 
pharmacy.  The program was 
rated highly by clients aware 
of (used) the ENCORE van 
and the exchange sites. 
Programs that work for IDUs 
include elements of holistic 
care such as family 
involvement and 
reconciliation; spirituality; 
client centered timetables for 
treatment services; broad 
array of life skill training for 
clients; and linguistically and 
culturally appropriate staff and 
programs.  

• IDUs in prison have an added 
stigma/complication of a 
criminal record.  Service 
coordination for IDU being 
discharged from the prison 
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and jail appear to be non-
existing. 

 
Priority 3 – Women Engaging in 
Unprotected Sex with Men 
 

The 
Women’s 
Task 
Force 
identified 
the 
following 
issues to 
explore 
through a 
survey: 

• Issues around domestic 
violence.  

• Issues around down low, IDU 
relationships.  

• Shortage of prevention services 
for women regarding sexism, 
negotiating skills, resiliency, etc. 

• Relationship between early 
sexual, violent abuse and 
HIV/STI risk.  

• Physician lack of consistent 
offering of HIV/STI testing 
during OB/GYN visits.  

• Increased rates of adolescent 
pregnancy indicate risky 
behavior. 

 
Women’s Task Force 
Recommendation Highlights 

• Steps need to be taken to 
forge a closer relationship 
between the RI Coalition 
Against Domestic Violence, 
the Medical Examiner’s office 
and the Department of Health 
Office of HIV & AIDS and the 
epidemiologist, to begin to 
capture the true number of 
women who are losing their 

lives as a direct and/or 
indirect cause of domestic 
violence.   

• Agencies that have contracts 
with HEALTH should include 
in their contracts training of 
staff in the areas of safety 
issues pertaining to Domestic 
violence and HIV/AIDS and 
inform them of resources 
available to them within the 
community. 

 
Priority 4 - Youth Engaging in 
Unprotected Sex and Alcohol and 
Other Drug Use 
The Youth Task Force identified the 
following issues to explore through a 
survey of data already collected on 
youth including a Youth at risk survey 
funded by HEALTH: 
• Lack of parent education groups on 

HIV and human sexuality.  
• Shortage of adequately trained 

teachers in sexuality. 
• Shortage of after school venues for 

adolescents.  
• Issues around school committees 

and administration limiting 
information and services youth can 
receive in school regarding 
sexuality, especially regarding 
prevention (e.g., condom 
distribution, specific sexuality 
information).  

• Shortage of gay, lesbian, 
transgender, questioning and queer 
youth information, support and 
services. 

 
Youth Task Force Recommendations 

• Develop a youth component 
of RICPG: Youth Advisory 
Committee, which will act as 
an advisory committee to the 
RICPG, advocates for 
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programming/legislation, and 
direct programming.   

• Establish a collaboration with 
“Can We Talk Rhode Island?” 
to promote and support the 
HIV/Sexuality/Substance 
Abuse and Violence modules 
to reach 25% more parents in 
year one. 

• RICPG member(s) continue to 
participate in a collaborative 
social marketing campaign to 
reach Rhode Island parents 
and to support the parent 
website and youth 
development project. 

• Increase HIV prevention 
outreach programs to include 
malls, movie theaters, 
community centers, parks and 
recreation venues, and other 
local areas where youth 
congregate. 

 
Priority 5 – People Who Don’t Know 
Their Status/HIV Positives Not in 
Treatment 
The People Who Don’t Know Their 
Status task force was made up of the 
Partners in Care (CTR providers), 
HEALTH staff and RICPG members.  
The Task Force identified the following 
issues to explore through discussion: 
• People who are HIV positive and not 

in treatment are more likely to 
transmit the virus.  

• Shortage of specific HIV testing 
sites that are culturally (including 
sexual orientation and adolescents), 
ethnically and racially sensitive.  

• Limited resources to provide state of 
the art testing methods, such as 
Orasure to high risk, 
disenfranchised populations.  

• Consider the impact of increased 
number of HIV positive people living 
in RI.  

• Consider trust issues regarding 
certain populations as they access 
treatment.  

• Determine the difficulty of 
individuals with multiple diagnoses 
to access testing and treatment. 

 
Don’t Know Status Task Force 
Recommendations  

• Explore rapid testing  
• Reach out to community with the 

Encore van in Newport and 
Woonsocket 

• Initiate referrals for care with a 
release of information between 
agencies 

• Improve re-entry to medical care 
with immunology clinic recalling 
lost to follow up patients 

• High-risk patients from  
Woonsocket and prison followed 
for HIV case management with 
additional funding from Ryan 
White  

• Explore new area for targeted 
outreach (i.e. shelters for 
homeless) 
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Additional Comments on Needs of 
Underserved Populations  
 

The Office of Minority Health has 
provided a continuation grant to do 
education/risk reduction to under-served 
populations identify by the Community 
Planning Group (RICPG) one of which is 
Native Americans.  The Office of HIV & 
AIDS has developed a community 
contract with the Narragansett Indian 
Tribe assisted greatly by the tribal elders 
and native leaders developing a 
culturally specific HIV prevention 
program “Journey Through Knowledge.”  
 
Currently 8-week group level 
intervention (GLI) sessions are held with 
the native youth, addressing such 
issues as HIV/AIDS, domestic violence, 
STI’s, traditional morals and values, 
cultural preservation, healthy lifestyles 
among Native youth.  The youth have 
participated in two Healthy Living Day 
retreats in which twenty-two youth and 
youth leaders attended.  Some of the 
activities included hiking into and around 
a chasm, and participating in a spiritual 
re-awakening ceremony. The activities 
assisted in the propelling and 
strengthening the concepts and rewards 
of practicing healthy lifestyles.  
Additional workshops addressing 
problems such as infectious diseases 
focusing on HIV virus, substance abuse 
and domestic violence within the native 
community are ongoing.   
 
The project continues in youth 
empowerment and healthy living and 
through the dissemination of information 
and educational groups (GLI) presented 
to native young people.  Journey 
Through Knowledge is currently working 
to combine all of the ongoing activities 
and sessions that will take place  

 
 
through out the year and conclude the 
year-end with a native youth conference 
set to take place in October 2003 at a 
local retreat center.  This project 
includes rural and urban native youth 
associated with the Rhode Island Indian 
Council.  
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Resource Directory Narrative 
 
 

The RICPG Strategic Planning 
Committee has assumed the 
responsiblility for the development and 
distribution of the resource inventory of 
services for both providers and 
consumers.  This resource inventory 
was completed in 2002 and updated in 
2003.   The inventory was based on a 
response to a survey sent to agencies 
throughout Rhode Island.  Because of 
the time consuming nature of this 
process and the low return of surveys, a 
process to update the inventory in a 
more cost effective manner needs to 
take place.  In addition, the survey 
needs to include all the services for HIV 
prevention and treatment (Ryan White, 
all Titles), substance abuse agencies 
offering HCV testing and HCV treatment 
resources.     
 
 
In 2004, HEALTH will also develop a 
web site that contains the resource 
inventory as well as other information 
about HIV/AIDS prevention and 
treatment.  Web site issues to be 
addressed include the following: 
 

• The web site’s goal and 
objectives 

• The intended audience of the 
web site – providers and 
consumers 

• The information needs of the 
audience and  

• The page lay out and design 
that best suits the audience’s 
needs and capacity. 
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Resource Inventory  

NAME OF CITY CONTACT 

RICPG RESOURCE INVENTORY SURVEY, 2003

SERVICES PROVIDED PHONE FAX

Y MSMWomen 
Handicapped
AccessibleIDUs Youth R Referrals

 
KEY

Agape Center, Inc 1 Woonsocket Charlene A Maguire762-4000 762-2151

AIDS Care Ocean State 2 Providence 521-3603 861-2981

AIDS Project Rhode Island 3 Providence Christopher A. Butler831-5522 454-0299

AIDS Quilt Rhode Island 4 Newport Beth Milham800-843-8383  847-7637

Caritas House 5 Pawtucket Tina Shepard R 723-4244 722-4867

Caritas, Inc. 6 Pawtucket Jim Harris 722-4644 722-4867

CHISPA 
 

7 Providence Luisa Murillo467-0111 467-2507

Chad Brown Health Center 8 Providence Mary Schmidt274-6339 459-6290

Coastal Medical 9 Providence Linda Durand781-2400 781-2687

CODAC East Bay 10 East Providence James Carleton434-4999 434-6116

CODAC I 11 Cranston James Carleton461-5056 943-2167

CODAC II 12 Providence James Carleton942-1450 946-1550

CODAC III 13 Newport James Carleton846-4150 846-9340

CODAC Inc 14 Cranston Michael Rizzi275-5039 942-3590

Community Access /Project Bridge 15 Providence Leah Holmes455-6879 455-6893

Neighborhood Health 
Centers

16 Providence Mary Jean Francis, RN R 444-0411x28 444-0468

Department of Corrections 17 Cranston Asya M. Cabral462-3798 462-3885

Family Health Service 18 Coventry 828-5335 828-2914

Family Health Service 19 Cranston 943-1981 943-2846

Family Service 20 Providence Carol Albeck331-1350 274-7602

Initiatives for Human Development 21 Pawtucket Sandra P. Del Sesto722-9400 721-9994

John Hope Settlement House 22 Providence 421-6993 454-5619

Kent County Mental Health Cntr 23 Warwick D. Lauterbach732-5656 738-6442

Map  
. 

24 Providence 785-0050 941-0089

Matthew 25 HIV/AIDS Ministry 25 Providence David Bedard781-9451 781-4887
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NAME OF CITY CONTACT 

RICPG RESOURCE INVENTORY SURVEY 

SERVICES PROVIDED PHONE FAX

  Y MSMWomen 
Handicapped
AccessibleIDUs Youth R ReferralsKEY 

Memorial Hospital of RI 26 Pawtucket Holly 729-2258 729-3343

Miriam Hospital 27 Providence Leah Holmes455-6879 455-6893

New Visions for Newport County, Inc 28 Newport Kenneth J. Riley, MD,
MPH 

846-6697 847-6220

NRI Community Services 29 Providence Steven Horovitz521-3300 272-2460

Office of Community Service & 
Advocacy: R.C. Diocese of 

30 Providence Mary Bray421-7833 453-6135

Phoenix Houses of New England 31 Providence Ena Paradysz941-8009 941-8113

Planned Parenthood of RI 32 Providence Pam Elizabeth/Harriet
Singer 

? 621-6250

Progreso Latino Inc. 33 Central Falls R 728-5920 724-5550

Project Hope/ Proyecto Esperanza 34 Central Falls Paul Thomas728-0515 728-2330

Providence Center 35 Providence Maria Colebut528-0100 276-4510

Providence Housing Authority 36 Providence Stephen J. O'Rourke751-6400x1011 273-4623

Rhode Island College 37 Providence Richard E Cain, Ph.P456-9692 456-8875

RI Department of Health 38 Providence Lorie Martin456-4302 456-4019

RI Department of Health 39 Providence Lucille Minuto R 222-2320 222-2488

SEDC for SEA 40 Providence Joseph Le941-8422 467-3210

Sojourner House, Inc. 41 Providence Donna Williams861-6191 861-6157

St. Francis Chapel/CIty Ministry 
Center 

42 Providence Susan Murphy331-6510x126 453-0034

The RI Community Planning Group 
for HIV Prevention 

43 Pawtucket 722-9400 721-9994

Thundermist Health Associates 44 Woonsocket Janet Rocabello? 767-5470

Travelers Aid of Rhode Island 45 Providence Janice Hall Stinson521-2255 421-7410

Tri-Hab, Inc. 46 Central Falls Andrea Piggott724-7845 726-8087

Tri-Hab, Inc. 47 Woonsocket Andrea Piggott766-4740 658-3757

Tri-Hab, Inc. 48 Central Falls Andrea Piggott726-8080 726-8087

Tri-Hab, Inc 49 Woonsocket Andrea Piggott766-1665 658-3757

Tri-Hab, Inc. 50 Central Falls Andrea Piggott726-8080 726-8087
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2003 GAP ANALYSIS  
Agency Services Comments 

 
UPDATE 

 
2002 was the year that the RICPG 
Strategic Planning Committee initiated 
the gaps analysis process. In 2003 the 
process was revised to included: 
 

1. Review of the priority 
population/behavior determined 
by the RICPG. 

2. Review the current set of 
HEALTH funded HIV prevention 
programs,  Ryan White funded 
programs and community 
partners.   

3. Identity gaps by type of 
intervention and location of 
services for each priority 
population/behavior identified by 
the RICPG. 

 
Please note that the key to all strategies 
and services is as follows: 
 

 ILI - individual level 
intervention 

 GLI – group level 
intervention 

 PCM – HIV Prevention 
Case Management 

 TO – Targeted outreach 
 CTR – HIV counseling, 

testing and referral and 
partner notification 
services 

 PI - public 
information/education 

 
 
 
 
 

The RICPG priority populations served 
are identified by a colored check mark.  
The color code is as follows: 
 
Priority 1 - Men Engaging in 
Unprotected Sex with Men and/or 
women 
 
Priority 2 – Injecting Drug Users and 
other substance users and their 
partners 
 
Priority 3 – Women Engaging in 
Unprotected Sex with Men 
 
 
 
 

Priority 4 - Youth Engaging in 
Unprotected Sex and Alcohol and 
Other Drug Use 
 
Priority 5 – People Who Don’t Know 
Their Status/HIV Positives Not in 
Treatment 
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Agency Services Comments 

 
 ILI GLI TO PCM CTR PI  

MSM
Y 

Adams Clinic     

DK 

 
 
 

HEALTH CTR funded site that 
focuses on the CTR needs of 
youth and MSM youth. 

MSM MSM MSM MSM MSM
IDU IDU IDU IDU IDU 
W W W W W 

Y Y Y Y Y 

AIDS Care 
Ocean State 

 

 

DK  DK DK 

 
Ryan White and state funded 
HIV case management and 
other services for HIV positive 
clients. 

MSM
IDU 
W 
Y 

AIDS Project RI      

DK 

HEALTH HIV Prevention 
funded 
Ryan White and state funded 
HIV case management and 
other services for HIV 
positives 

 

Y 

AIDS Quilt 
Rhode Island 

     

DK 

HEALTH HIV Prevention 
funded 
 
Provides quilt making and 
other public information events 
with the AIDS quilt. 

IDU The Agape 
Center, Inc 

   

W 

  HIV case management/Ryan 
White funded 

BRUNAP       Brown University Provider 
Education Program 

Can We Talk 
Rhode Island? 

  
 

 

    Addresses parent education 
needs with youth on HIV/AIDS. 
Groups through out the state 
in varied venues.    

IDU IDU Caritas, Inc. 
Y Y 

    HEALTH HIV Prevention 
Substance Abuse Treatment/ 
offer HIV and STD testing 

MSM
IDU 
W 
Y 

Chad Brown 
Health Services 

    

DK 

 HEALTH funded CTR 
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Agency Services Comments 

 ILI GLI TO PCM CTR PI  
CHISPA  W     HEALTH HIV Prevention 

Multi-purpose social service 
agency serving the minority 
community. 

CoastalMedical     MSM  HIV positive medical treatment 

CODAC I, II, III  
IDU 

 
IDU 

    Substance Abuse 
Treatment/HCV 
screening/offer HIV and STD 
testing 

MSM MSM
IDU IDU 
W W 
Y Y 

Community 
Access/ Bridge 
Project 

DK 

   

DK 

 HEALTH Ryan White funded 
for Discharge Planning of HIV 
Positives inmates 
HEALTH funded CTR 

Department of 
Child, Youth and 
Families  

     
Y 

 Offer HIV and STD testing to 
incarcerated youth 

MSM MSM MSM
IDU IDU IDU 
W W W 
   

Department of 
Corrections 

DK DK 

  

DK 

 HEALTH HIV Prevention 
funded 
Mandated HIV testing of 
sentenced adults 

Department of 
Education 

  
 

    HEALTH funded teacher 
education on HIV/AIDS. 
Community partner 

MSM MSM
IDU IDU 
W W 
Y Y 

Department of 
Health – Family 
Health 

    

DK DK 

Title X CTR grant 
Parent education partner and 
co-funder of parentlinkri.org 

MSM
IDU 
W 
Y 

Family Health 
Services – 
Cranston and 
Coventry 

    

DK 

 HEALTH funded CTR 
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Agency Services Comments 

 
 ILI GLI TO PCM CTR PI  

MSM 
IDU 
W 
Y 

Family Service of 
Rhode Island 

DK 

     HIV case management/Ryan 
White and state funded 

MSM 
IDU 
W 
 

Hospice 

 

     HEALTH Ryan White 
funded/HIV positives home 
health care 

MSM MSM
IDU IDU 
W W 
  

House of 
Compassion 

 

    

 

HEALTH Ryan White 
funded/HIV positives home 
health care 

   Map – Minority 
Alcohol and Drug 
Rehabilitation, 
Inc. 

 
IDU IDU 

 
IDU 

 HEALTH HIV Prevention 
funded 
Substance Abuse Treatment 
offer HIV and STD testing 

Caritas House 
and Martin Luther 
King Center  

  
Y 
 

    HEALTH HIV Prevention 

MSM MSM Matthew 25 
HIV/AIDS Ministry IDU IDU 

    
 

HEALTH Ryan White funded 
Primary prevention for HIV 
Positives 

MSM
IDU 
W 
Y 

Memorial Hospital 
of Rhode Island 

    

DK 

 HEALTH funded CTR 

MSM MSM MSM
IDU IDU IDU 
W W W 
  Y 

Miriam Hospital 

DK 

  

DK DK 

 HEALTH Ryan White 
funded/Discharge Planning 
and Post Release Case 
Management for HIV positive 
inmates 
HIV positive medical treatment 

Narragansett 
Indian Tribe 

 Y    
 

 Office of Minority Health 
project with the Office of HIV & 
AIDS staff 
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Agency Services Comments 

 ILI GLI TO PCM CTR PI  
MSM
IDU 
W 
Y 

New Visions of 
Newport 

    

DK 

 HEALTH funded CTR 
HIV positive medical treatment 

MSM
IDU 
W 
Y 

Neighborhood 
Community 
Health Centers 

    

DK 

 Community health center with 
extension grant to provide 
indigent health care  

MSM Northern RI 
Community 
Mental Health 
Services 

IDU 

     Ryan White funded Mental 
Health counseling for HIV 
positives 

W W W W Planned 
Parenthood of 
Rhode Island 

 

Y Y 

 

Y Y 

Community partner serving 
women and youth  

Progreso Latino  
 

W W    HIV Prevention funded 
Multipurpose Social Service 
agency serving the minority 
community 

Rhode Island 
College 

  
 

    HEALTH funded teacher 
education on HIV/AIDS 

MSM 
IDU 

Rhode Island 
Hospital 

   

W 

  HIV positive medical treatment 
especially substance users 
with HCV and mental health 
issues 

Rhode Island 
Parent 
Information 
Network 

      Parent groups including Can 
We Talk? and community 
partner 

 MSM 
IDU IDU 
W W 

Roger Williams 
Medical Center 

 
 

 

 

 

  HIV positive medical treatment 
HCV Support Group 

MSM MSM MSM 
 

IDU IDU IDU 
W W W 
Y Y Y 

Sojourner 
House 
 

DK DK DK 

   Domestic Violence Program 
HEALTH HIV Prevention 
funded 
Work with incarcerated youth  
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Agency Services Comments 

 
 ILI GLI TO PCM CTR PI  

MSM 
IDU 
W 
Y 

STD Clinic     

DK 

 HEALTH funded STD 
diagnosis and treatment 

MSM MSM 
IDU IDU 
W W 
Y Y 

Traveler’s Aid of 
Rhode Island 

  

DK 

 

DK 

 HEALTH funded CTR 
HEALTH funded hepatitis 
immunization project for 
runaway youth 
Multiple service agency for 
homeless  

MSM 
IDU 
W 
Y 

Tri-Town Health 
Center 

    

DK 

 HEALTH funded CTR 
Community Health Center 
Title X services 

Urban League of 
Rhode Island 

IDU IDU    
 

 HEALTH HIV Prevention 
funded 
Multiple social service agency  

MSM 
IDU 
W 
Y 

Visiting Nurse 
Services 

    

DK 

 HEALTH funded CTR 
 

Youth In Action, Inc Y Y Y    HEALTH HIV Prevention 

Youth Pride, Inc Y Y Y    Gay, lesbian, transgender, 
questioning youth support 
agency 
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Identified Gaps by Priority Populations/Behaviors 
 
 
Gaps Priority 1 MSM: 

Intervention: PCM, CTR, ILI, TO, GLI  
Geography:  State wide 

 
 
 

 
 
Gaps Priority 2 IDU: 

Intervention: PCM, GLI, TO 
Geography: Woonsocket, Newport, non-
urban areas 
 

Gaps Priority 3 Women: 
Intervention: ILI, GLI, PCM, TO 
Geography: Woonsocket, Newport, 
non-urban areas 

 
 

Gaps Priority 4 Youth: 
Intervention: ILI, GLI, CTR, PCM 
Geography: Woonsocket, non-urban 
areas 

 

Gaps Priority 5 Don’t Know Status: 
                                     Intervention: CTR, TO 

                    Geography: Woonsocket, non-urban areas 
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Section Four: 
 
 
 

Setting Priorities 
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Section Four:  Setting 
Priorities 
 
Introduction 
 
The process of presenting a priority 
setting protocol to the RICPG has 
been a continuing challenge 
because of differing adult learning 
styles, expertise, biases, and the 
natural passion of a group of 
community advocates. In 2003, the 
RICPG voted to adopt a daylong 
meeting schedule.  This allowed for 
more time for discussion and 
training.  During the May and June 
meeting (Appendix J:  May and June 
Working Agenda and RICPG 
Agenda), the following took place: 
 

• The members were 
introduced to the new 
community planning 
guidance. 

 
• The epidemiologic profile was 

presented and discussed in 
detailed by the HEALTH 
epidemiologist and data 
consultant. 

• The members were 
introduced to a more detailed 
processed for prioritizing 
populations/behavior and 
interventions. 

 
A training and accompanying 
workbook (Appendix G: Welcome to 
Setting Priorities with the Rhode 
Island Community Planning Group 
for HIV Prevention) was offered to 
the RICPG to “pilot” in 2003.  The 
training and workbook had three 
functions: 
 

• HEALTH was to take 
feedback on this process and 
improve the training and the 
workbook for 2004.  This was 
an attempt to anticipate the 
group’s needs for the 
development of the next five-
year comprehensive planning 
process in 2004.   

 
• By addressing the challenges 

of the community planning 
process (i.e. differing adult 
learning styles and expertise, 
biases, and the natural 
passion of a group of 
community advocates), a 
formalized process would 
make the experience more 
equitable and meaningful to 
the members. 

 
• The process would address 

Goal Two in the community 
planning guidance with tools 
and a process that could be 
evaluated for the indicators. 

 
 
Goal Two:  The Rhode Island 
Community Planning Group 
identifies priority HIV 
prevention needs (a set of 
priority target populations and 
interventions for each 
identified target population) in 
Rhode Island. 
 
Indicator E.2: Proportion of key 
attributes of an HIV prevention 
community process that 
RICPG membership agreed 
have occurred. 
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Population/Behavior 
Priorities 
Using the Welcome to Priority 
Setting with the Rhode Island 
Community Planning Group for HIV 
Prevention workbook (Appendix G), 
the members were taken through a 
step-by-step discussion.  According 
to the objectives, the members 
would: 
 
1. Consider the importance of 

setting priorities to target 
resources to people most in need 
of HIV Prevention services. 

2. Consider factors to set fair and 
knowledgeable priorities using 
risk behaviors and social 
conditions. 

3. Use the factors to set priorities 
using an individual scoring sheet. 

4. Determine a group consensus on 
priorities. 

5. Determine the best interventions 
for each priority 
population/behavior. 

 
The priority setting was a three-step 
process: 
 
1. Members were instructed on the 

workbook during the regular 
meeting.  This included a lengthy 
discussion about data sets 
available to them, defining risk 
behaviors, barriers that interfere 
with people reaching services, 
and rating behaviors and risk for 
infection.  

2. Members were encouraged to 
review the workbook at home at 
their own speed and note their 
questions, concerns, etc. 

3. Members signed up for one of 
three small group session 
workshop scheduled over the 

month.  During the workshop, 
questions were answered and 
concerns addressed.  At the 
close of the workshop, members 
were taken through the steps to 
vote on their priority populations.  
They discussed their choices in 
the small group and a small 
group score sheet was tallied.  
The three small group score 
sheets there tallied for the final 
priority setting scores. (Appendix 
K:  Final Scores) 

 
Why is priority setting important? 

 
Priority setting is a critical step in 
determining where to direct future 
resources to the people most at risk 
for HIV infections.  Setting priorities is 
complex and a challenge for 
community planning groups.   
 
The RICPG is made up over 20 
people with varied backgrounds and 
experience.  Many members have 
strong passions about populations 
they want served.  No one wants to 
say that one group is more important 
than another.  In fact, everyone is 
important to all the members.   
 
Think about it, most of us are at the 
table because we care about people.  
While the process of setting priorities 
can test and challenge us, we share 
the same goal of trying to decease the 
number of new HIV infections in all 
Rhode Islanders.  Setting priorities is 
the main task of the RICPG and the 
community planning process’ most 
important function.  It’s important that 
the members feel good about the 
process and at the same time feel 
sure that the people most in need are 
going to be served. 
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Intervention Priorities 
 
During the June RICPG meeting, the 
members were introduced to the 
second part of the workbook having 
to do with setting intervention 
priorities 
 

Why is setting priorities for 
interventions important? 

 
Setting intervention priorities is an 
important next step in directing 
future resources to the people most 
at risk for HIV infections.  Like 
setting population/behaviors 
priorities, it can be a complex and 
challenging undertaking, but 
remember we share the same goal 
of trying to decease the number of 
new HIV infections in all Rhode 
Islanders.  Making decision on the 
interventions that most effectively 
reach our priority 
populations/behavior can help us 
achieve lower future infection rates. 
 
 
During the intervention priority 
setting training/discussion, the 
member were asked to consider the 
following questions: 
 

• What is a best practice? 
• What types of interventions 

are there? 
• What criteria should the 

RICPG use to prioritize the 
interventions? 

 

Criteria that was consider includes the 
following: 
 

1. Interventions need to be 
clearly defined: A clearly 
defined intervention that is 
selected because it is a proven 
method for meeting the needs 
of the population/risk-behavior.  
The model is science-based 
and can be adapted to local 
communities. The intervention 
can clearly show how it was 
selected and how it will 
address the needs.  The 
expected outcomes will lead to 
a decline in HIV infection. 

 
2. Interventions can be 

duplicated and maintain 
fidelity across sites: The 
intervention needs a history of 
having been used consistently 
in several sites.  There needs 
to be information about the 
steps the project staff can take 
to assure the fidelity to the 
model.  Good models have 
plans for training staff. 

 
3. Stability Over Time: The 

intervention should structure 
activities in a timely, accurate 
and consistent manner.  The 
sequence of recruitment, client 
and group activities, and follow 
up maintain a sequence that 
makes sense.  The RICPG 
member experience and 
expertise should be used to 
score this factor. 

 
4. Sufficient Reach: 

Interventions should be able 
to reach the populations that it 
is targeting with culturally, 
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ethnically and linguistically 
appropriate activities.  The 
intervention demonstrates an 
understanding of the 
population and/or the risk 
behavior targeted. The 
RICPG member experience 
and expertise should be used 
to score this factor. 

5. Sufficient Dosage: The 
intervention provides a 
sufficient exposure to the 
activities to result in the 
intended outcomes.  
Interventions with limited client 
contact are less likely to result 
in measurable outcomes.  The 
RICPG member experience 
and expertise should be used 
to score this factor. 

6. Obtainable Data: Intervention 
should have opportunities to 
measure client response to the 
activities.  Data collection 
methods and tools are 
important to proving an 
intervention is effective. 

 

The RICPG used a two-step 
process to vote on the intervention 
priorities:  

1. The group broke into small 
teams to discuss the best 
interventions for the priority 
populations that they 
represent.   

2. The small groups scored the 
interventions for each of the 
priority populations.  The 
small group votes were tallied 
to determine the final 
intervention priority. 
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Intervention Prioritization Scores 
 

INTERVENTIONS 
 MSM IDU Women Youth 

 
Don’t 
Know 
Statue 

INDIVIDUAL LEVEL  
(ILI) 

 

 
73 

 
74 
 

 
81 

 
78 

 
40 

GROUP LEVEL 
(GLI) 

 

 
59 

 
58 
 

 
73 

 
78 

 
53 

PREVENTION 
CASE 

MANAGEMENT 
(PCM) 

 
77 

 
78 

 
64 

 
73 

 
56 

NEEDLE 
EXCHANGE 

PROGRAM (NEP) 

 
58 

 
73 
 
 

 
62 

 
39 

 
57 

HIV PREVENTION 
COUNSELING, 

TESTING, 
REFERRAL (CTR) 

 
75 

 
73 

 
68 
 

 
75 

 
72 

TARGETED 
OUTREACH 

 
69 

 
66 
 

 
70 

 
72 
 

 
69 
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Intervention Ranking 
 

Populations/Behaviors Intervention Priorities 

RANKING 1 2 3 4 5 6 
 

 
MSM 

 

 
PCM 

 
CTR 

 
ILI 

 
TO 

 
GLI 

 
NEP 

 
 

IDU 
 

 
PCM 

 
ILI 

 
NEP 

 
CTR 

  
TO 

 
GLI 

 
Women 

 

 
ILI 

 
GLI 

 
TO 

 
CTR 

 
PCM 

 
NEP 

 
Youth 

 

 
ILI 

 
GLI 

 
CTR 

 
PCM 

 
TO 

 
NEP 

 
Don’t Know Status 

 

 
CTR 

 
TO 

 
NEP 

 
PCM 

 
GLI 

 
ILI 
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Appendix A: Membership Grid 



 

 ATTACHMENT 
COMMUNITY PLANNING GROUP MEMBERSHIP GRID 

 
JURISDICTION NAME :    Rhode Island   
 
TYPE OF CPG THAT THE MEMBERSHIP GRID DESCRIBES (Please check one of the following) 
 
    X  Statewide      Regional      Directly Funded City     Local     Other 
 

INSTRUCTIONS: Please provide actual numbers for all of the following tables. In addition, TOTAL 
CPG MEMBERS in each table should be the same. 
 

TABLE 1: GEOGRAPHIC DISTRIBUTION 
 
GEOGRAPHIC DISTRIBUTION CATEGORY 

 
 
Urban Metropolitan Area 

 
Urban Non-Metropolitan 
Area 

 
Rural 

 
Not Reported 

TOTAL 
RICPG MEMBERS 
 

 
12 

 
3 

 
1 

  
16 

 
• Urban Metropolitan Area  - the presence of an urbanized area and a total population of at least 100,000. See also definition of urbanized area (US 

Census Bureau) 
• Urban Non-Metropolitan Area – the presence of an orbanuzed area and a total population of less than 100,000. See also definition of urbanized area 

(US Census Bureau) 
• Rural – the population and territory outside any urbanized area with a decennial census population of 2500 or more. See also definition of urbanized 

area (US Census Bureau) 
 

Urbanized Area – An area consisting of central place(s) and adjacent urban fringe that together have a minimum residential population 
of at least 50,000 people and generally an overall population density of at least 1,000 people per square mile of land area (US Census 
Bureau) 
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Table 2: AGENCY/OTHER REPRESENTATION 
 
AGENCY/OTHER REPRESENTATION CATEGORY 

 
Faith 
Community 
 

Minority 
Board 
CBO 

Non-
Minorit
y 
Board 
CBO 
 

State 
Health 
Department 

Local 
Health 
Department 

Other 
Government 

Academic 
Institution 

Research 
Center 

Individual Other 
Non-
Profit 

Other- 
Not 
Reported 

TOTAL 
RICPG 
MEMBERS

 
0 

 
4 

 
4 
 

 
1 

  
2 

 
 

  
 

 
5 

  
16 

 
TABLE 3: EXPERTISE 

 
EXPERTISE CATEGORY 
 

Epidemiologist 

 
Behavioral or 
Social 
Scientist 
 

 
Evaluation 
Researcher 
 

 

Primary 

Intervention 
Specialist 
 

 
Health 
Planner 
 

 
Community 
Representativ
e 

 
Other 
 

 
Not 
Reported 
 

 
TOTAL 
RICPG 
MEMBERS 

 
* 

 
0 

 
* 

 
6 

 
* 

 
8 

 
2 

   
16 

 
TABLE 4: GENDER 
 
GENDER CATEGORY 
 

MALE 
 
FEMALE 

 
TRANSGENDER 

 
NOT REPORTED 

 
TOTAL 
RICPG MEMBERS 

 
8 

 
8 

   
16 
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TABLE 5: AGE 
 
AGE CATEGORY 

 
13-24 

 
25-44 

 
45-65 

 
66 – over 

 
Not Reported 

 
TOTAL 
RICPG MEMBERS 

 
 

 
10 

 
6 

   
16 

 
TABLE 6: RACE/ETHNICITY 

 
RACE/ETHNICITY CATEGORY 
African 
American 
(Not Hispanic) 
 

White 
(Not Hispanic) 

Hispanic/Latino Asian/ 
Pacific Islander 

Native 
American/ 
Alaskan Native 

Other Not Reported  
TOTAL 
RICPG 
MEMBERS 

 
6 
 

 
8 

 
2 

 
 

    
16 

 
TABLE 7: RICPG REPRESENTATION ON HIV EXPOSURE 
 
RICPG REPRESENTATION OF HIV EXPOSURE CATEGORY 
 
 
MSM 
 

 
IDU 

 
MSM/IDU 

 
Heterosexual (not IDU 
related) 
 

 
Not Reported 

TOTAL 
RICPG MEMBERS 

 
3 
 

 
2 
 

  
11 

 
0 

 
16 
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TABLE 8: RICPG REPRESENTATION OF HIV EXPOSURE BY RACE/ETHNICITY 
 
RACE/ETHNICITY CATEGORY 

 

RICPG Representation of HIV Exposure 

 
Black (not Hispanic) 

 
6 

 
White (not Hispanic) 

 
8 

 
Hispanic/Latino 

 
2 

 
Asian/Pacific Islander 

 

 
Native American/Alaskan Native 

 

 
Other 

 

 
Unknown/Not Reported 

 

 TOTAL RICPG MEMBERS 
16 

              
TABLE 9: HIV/AIDS STATUS 
 

RICPG MEMBERS LIVING WITH HIV/AIDS 
 

YES 
 

NO 
 

Not Reported 
TOTAL 

RICPG MEMBERS 
 
3 

 
13 

  
16 

                                                                                
 

 



 

 
Appendix B: JSI “RI HIV 
Prevention Community Planning 
Group Evaluation Report, October 
2002 
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Rhode Island CPG SURVEY REPORT  
October 3, 2002 
 
 
Introduction 
 
Background 
 
This is the second consecutive year that an assessment of the Rhode Island HIV 
Prevention Community Planning Group (RICPG) has been conducted.  Following Centers 
for Disease Control and Prevention (CDC) recommendations, John Snow, Inc (JSI) staff, 
with the input of Department of Health (HEALTH) staff and Initiatives for Human 
Development (IHD) staff, developed a survey instrument that reflects both suggested 
items from CDC and questions that are tailored to the characteristics of the RICPG.  
Changes were made in this year's survey, based on feedback from last year.  Last year 
two surveys were distributed, one to members and another to chairs and co-chairs,. This 
year only one survey was distributed to all members.  Additionally, the demographic 
section was identified separately and prominently labeled as voluntary for members' 
responses. All responses were anonymous so no individual follow up could be 
conducted.  Last year survey responses were confidential and individuals were contacted 
who hadn't completed the survey, in order to encourage their responses. The survey 
instrument can be found in Appendix A. 
 
Methods 
 
The administration of the survey instrument was a multi-tiered process, relying on both 
in-person contact and mailings.  Survey responses were anonymous.   Responses were 
submitted to the Department of Health (HEALTH) in aggregate form.     
 
The first round of distribution occurred at a RICPG meeting on August 13, 2002.  
Everyone who attended the meeting  (11 members) completed the survey.  JSI staff 
mailed surveys with self-addressed stamped envelopes to those (8) who did not attend 
the RICPG meeting.  JSI staff also followed up with members who did not attend the 
meeting by sending and e-mailing reminders.  Four additional surveys were received 
after between August 13 and September 25, for a total of 15 of the 19 RICPG members. 
No response was received from 4 members after repeated attempts. 
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The overall survey sample represents 79% of possible respondents.  JSI used SPSS to 
manage and analyze survey data.    Many questions offered responses on a four point 
scale ranging from “strongly disagree” to “strongly agree.”  For the purpose of analysis, 
responses were condensed to a two point scale; for example, the responses “somewhat 
agree” and “strongly agree” were combined to form a single frequency.   All 
interpretation of data is based on frequency analysis only, as the sample size (N=15) 
was too small to accommodate additional analysis, such as cross-tabulations.   
 
 
Findings and Implications 
 
Some questions on the RICPG survey represent objective measures, such as 
demographic information.  However, most of the questions asked of RICPG members 
are highly subjective, relating to how members feel about their role on the RICPG and 
the general functioning of the RICPG.  The results are not therefore, "statistically 
significant", but rather are more reflective of a member/client satisfaction survey of the 
RICPG. Thus, the following implications come in the form of suggestions, and should be 
viewed as areas to look at in greater depth.  The implications give consideration to the 
underlying relationship between the sentiments of RICPG members and the role of all of 
those involved in the community planning process.  Survey findings are grouped under 
the headings of each of the RICPG's Core Objectives.  Implications follow findings, and 
serve as probes for follow-up that may point to factors contributing to survey findings. 
 
 

Findings 
 
Sample Demographic Profile  
Age (n=11) <19 0%; 20-29 25%; 30-39 25%; 40+ 50%.  Sex (n=11) Male 58% 
Female 42% Transgender 0%  Race (n=10) White 55%; Black 27%; Other 18%.  
Ethnicity (n=9) Latino/a 11%; Non-Latino/a 89%.  Sexual Orientation (n=10) 
Heterosexual 55%; Gay man 18%; Lesbian 9%; Bisexual Woman 9%; Bisexual Man 
9%.  RICPG Membership Duration (n=11)  0-3 Months 25%; 4-6 Months 0%; 7-9 
Months 0%; 10-12 Months 0%; 13-18 Months 17%; 18+ Months 58%. 
 
This section was prominently labeled voluntary and separate from the rest of the survey.  
Only some respondents completed some of the questions.  This demographic profile is a 
self report and not meant to portray the representation of the RICPG membership. 
 
Members' Participation 
A little more than half (60%) of respondents reported attending 7 or more meetings 
during the current year.  Since the survey was conducted in August, to date, there had 
been 8 meetings in the current year.   
 
Nearly half of respondents said they had attended 6 or fewer meetings.   
 
Average time spent per month on RICPG activities was 8.4 hours with a range of 2-22 
hours.    
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Community Empowerment Committee had the largest number of participants with 47%. 
Other committees and their participation are: Strategic Planning 20%; Program (REACH) 
20% and HIV Prevention Needs of the Mentally Ill 13%.  Respondents reported 
spending an average of 4.04 hours per month on committee activities.  
 
 
 
 
Perceptions of the Community Planning Process 
Respondents' perception of how HEALTH staff and non-HEALTH staff members of the 
RICPG work together to make decisions were mixed, split almost evenly among 
respondents.  Forty percent (40%) thought that each had equal influence, 33% thought 
HEALTH staff had more influence and 27% didn't know. 
 
Almost all RICPG members reported that the role of the RICPG was clear to them 
(93%). Eighty-seven percent (87%) agreed that their individual role on the CPG was 
also clear. The same number (87%) agreed that the role of IHD was clear.  
 
Most respondents (73%) reported that the RICPG is culturally sensitive to the diversity 
of its members.  Eighty percent (80%) of respondents thought the group was well 
organized and a majority of respondents also said that IHD is supportive and provides 
assistance to them as members (80%). 
 
Members were divided on whether some of the group advocates for their own/agency 
agenda over the RICPG agenda.  About 53% agreed that individual or agency agendas 
take precedence while others either disagreed (27%) or did not know (20%). 
 
Only 13% of respondents said that they thought that organizations that receive HEALTH 
funds have more influence than other members. 
 
Implications 
Individual roles and responsibilities of members of the RICPG related to conflict of 
interest could be addressed to minimize the perception or reality that members are 
advocating for their own/organization agendas over that of the RICPG.  
 
HEALTH staff and non HEALTH staff might explore how to communicate process, roles 
and functions more clearly since nearly two thirds of respondents either didn't know, or 
stated that they thought HEALTH had more influence in decision making.  
 
 
Responses Relating to RICPG's Core Objectives 
 
Core Objective #1 - Fostering the openness and participatory nature of the 
community planning process. 
 
Responses to the statement "the RICPG makes it easy for members to participate in 
community planning" were mixed. Forty percent  (40%) expressed agreement with the 
statement, but 40% disagreed and 20% did not know. Most respondents (80%) thought 
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the RICPG makes adequate efforts to recruit members who are representatives of all 
communities affected by HIV. 
 
Forty-two percent (43%) of respondents stated that they didn't know whether the 
RICPG adequately responds to concerns about community planning from people not on 
the RICPG while 57% indicated that it did. 
 
Only 43 percent of members felt that RICPG work was equally shared among members.  
 
Implications 
The responsibility of members to equally share the work of the RICPG remains a 
concern. Methods for increasing the participation of all members and allocating work 
and responsibility more evenly are areas for possible exploration.  
 
Challenges and successes related to ease of participation in the community planning 
process and perceptions related to concerns of non-members need further exploration.   
 
 
Core Objective #2 - Ensuring that the community planning group reflects the diversity 
of the epidemic in the jurisdiction and expertise in epidemiology is represented. 
 
Most respondents agreed that the RICPG made adequate efforts to recruit members 
from all communities affected by HIV (80%). However, only about half of the 
respondents agreed that RICPG membership adequately reflects the populations most 
affected by HIV.  
 
Fifty-seven percent (57%) of respondents agreed that MSM had adequate input into the 
group planning process.  
 
Half of the respondents believed that communities of color had adequate input, and 
about 40 percent thought that high-risk women and IDUs had adequate input. Only 31 
percent of respondents agreed that youth had adequate input into the planning process.  
 
Forty-three percent (43%) of members felt the mix of people on the RICPG who are 
infected with or affected by HIV was insufficient.  
 
Seventy-nine percent (79%) disagreed with or didn't know (50% and 29% respectively) 
if representatives with expertise in epidemiology had adequate influence during the 
process.  
 
Implications 
That respondents either don't think or don't know that RICPG membership adequately 
reflects the communities it represents, remains of concern to members.  What options 
are there for the RICPG to understand and address issues confronting high-risk 
populations in addition to participation on the RICPG of those populations? What 
recruitment techniques would be necessary to change the composition of the RICPG?  
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The epidemiologic profile is important to the decision making and priority setting process 
of the group. Strategies and methods to ensure that an effective and timely 
epidemiologic profile be provided to the group should be examined and identified to 
ensure that adequate expertise in this area (the vacancy of the HIV/AIDS epidemiologist 
was specifically mentioned) is represented. 
 
 
Core Objective #3 - Ensuring that priority HIV prevention needs are determined based 
on an epidemiologic profile and a needs assessment. 
 
Fifty-four percent (50%) of respondents believed that representation in epidemiology 
was inadequate, but 67% agreed that the epidemiologic profile was useful for decision-
making.  
 
Responses were more mixed regarding the input of members with expertise in 
behavioral science, health planning, and evaluation, with most agreeing that health 
planning and evaluation expertise were adequately reflected.  
 
Implications 
 
Respondent beliefs about the lack of influence of members with expertise in various 
areas stands out as an immediate concern. 
 
That the majority of members feel epidemiology is useful information suggests that 
more of effort should be made to involve such information in the decision-making 
process.  
 
There were also high proportions of 'I don't know' responses, indicating that even if 
expertise was being utilized, it was not being done in an explicit manner.  
 
 
Core Objective #4 - Ensuring that interventions are prioritized based on explicit 
consideration of priority needs, outcome effectiveness, costs and cost effectiveness, 
theory, and community norms and values. 
 
Half of respondents reported that they did not know whether social and behavioral 
science theories, community norms and values, and cost effectiveness were considered 
when making decisions on the RICPG.  
 
There were only slightly fewer 'I don't know' responses for 'known effectiveness of 
interventions' and 'priority needs of target populations.' 
 
Implications 
The high rate of 'I don't know' answers suggests confusion and/or ignorance on the part 
of members towards criteria they were supposed to be explicitly considering.  Discussion 
and training in these areas might benefit the awareness and decision making process of 
the group. 
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Core Objective #5 - Fostering strong, logical linkages between the community 
planning process, plans, applications for funding, and allocation of CDC HIV prevention 
resources. 
 
Most respondents agreed that the comprehensive plan adequately incorporated RICPG 
decisions, although only 47 percent thought there was enough time to comment on the 
plan before it was sent to CDC.  
 
Opinions on HEALTH's application for funding were similar, with most members agreeing 
that the application included their decisions although fewer thought there was adequate 
time for comment. 
 
Respondents were split on whether the allocation of CDC HIV prevention funds by 
HEALTH adequately incorporated priorities in the comprehensive plan.  Forty-three 
percent (43%) said they thought they did, but another 47% didn't know. 
 
For all of the questions relating to the comprehensive plan and HEALTH's application, 
there were a high number of 'I don't know' responses.  
 
Implications 
The high number of "I don't know" responses in this category suggests that perhaps all 
CPG members are not equally involved in or are confused about the planning process.  
In-services or updates on the planning process and its components should be 
incorporated into the orientation and/or at points throughout the planning cycle. 
 
Communication about HEALTH funding decisions should be shared with the RICPG or 
updated, as new members join the group and/or new information becomes available. 
 
 
Open Ended Questions 
Several members mentioned the dedication of volunteers and members and the 
willingness of RICPG members, HEALTH and IHD to work together as aspects 
contributing to helping make the RICPG a success. 
 
One respondent mentioned the level of inclusion as a positive aspect. 
 
Numerous respondents mentioned politics and "turf" battles as problematic for the 
community planning process. Many also felt that members with expertise in various 
fields, such as epidemiology, behavioral science, health planning, and evaluation, did not 
have enough influence on the planning process.  
 
One respondent specifically commented on the loss of the "epi person" as a hindrance to 
effective prevention planning. These factors and others may inhibit the ease of 
community planning, despite effective logistical management.  
 
Areas that warranted improvement included: 
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People around the table should use their voice and speak up more frequently and 
constructively. 
 
A better understanding of the process for everyone on the RICPG. 
 
The process should be simple and straightforward. 
 
More funding for transitional housing, more community education and community 
empowerment. 
 
Summary 
Although most members seem to believe the RICPG is well organized (despite some 
concerns about RICPG make-up) and profess to understand its role, and their role on it, 
when the questions address specific objectives of the RICPG, responses are much more 
mixed. Many are dissatisfied with the level of input of members with expertise in 
relevant fields. More seem confused or ignorant of the criteria they should be using to 
make decisions, and of the impact that their decisions have on the comprehensive plan 
and the HEALTH application for funding.  
 
Increased knowledge, education, information and methods of communication should 
continue to be explored in the areas indicated to sustain an active and informed RICPG. 
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Appendix C: Revised Nomination 

Form 
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RHODE ISLAND COMMUNITY PLANNING GROUP FOR HIV 
PREVENTION 

 

NOMINATION FORM 
 
 
 

 

The following form is intended to collect background 
information pertaining to the potential candidate being 
nominated for the Rhode Island Community Planning Group for 
HIV Prevention (RICPG). The individual being nominated must 
complete the below form.    
 
Please note that since this process involves a team review of 
this application, the information completed will be shared with 
others.  For this reason, it is your choice whether or not to 
divulge personal information being requested.  Your signature 
below indicates that you understand that all information on 
this form may be shared with others. 
 
The Nomination/Recruitment Team will make determinations as to which 
candidates will be brought forth to the full RICPG for consideration. The eligibility 
criteria will be made clear to you at the time of your interview. Consideration is 
based on the information you make available as well as available seats on the 
RICPG. 

 
PRINT Name ____________________________________________________  
 
Signature 
__________________________________________________________ 
 
My signature indicates that I understand that all information on this form 
may be shared with others. I also understand my signature above states 
that I am submitting my name for membership (voting), volunteer 
consultant (non-voting) to or staff (non-voting) to the RI Community 
Planning Group (RICPG) for HIV Prevention. 
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Home Address ____________________________________________________ 
 
Agency or Business Affiliation and Title (if applicable) 
 
 
Phone (home) ________________ (office) ____________ (fax) _____________ 
 
e-mail___________________________________________________ 
1.  Please provide a brief statement describing why you want to be a member of 
the RICPG: 
 
 
 
 
 
 
 
 
 
 
 
2. An important component of being a RICPG member is dedication and 
commitment to the process. On average a member is expected to offer 
approximately 10-15 hours per month to this endeavor. There are a combination 
of full day meetings and evening meetings. Describe how you will incorporate this 
commitment into your schedule: 
 
 
 
 
 
 
 
 
3. What skills can you bring to the RICPG? Please identify any personal 
attributes (e.g., outgoing, relentless, etc.)  and any professional skills you can 
contribute (e.g., trainer, educator, preventionist, familiar with meeting procedure, 
etc.). 
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4. What would you like to change (improve upon) about HIV prevention in the 
state of Rhode Island? 
 
 
 
 
 
 
 
5. What HIV prevention programs and/or activities do you think are working in 
Rhode Island? 
 
 
 
 
 
 
 
 
 
 
 
 
6. Please describe your employment relationship to the RICPG (Are receiving 
funds and/or time from your employer to attend any RICPG activity?). This only 
applies to potential members who are employed by a community-base 
organization receiving funding from any state agency (including the Department 
of Health) and/or state employees.  Please note that if you disclose that you are 
from a CBO and/or a state agency and your employer compensates you in any 
way, you will not be eligible for a consultant stipend given to community RICPG 
members. 
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It is the goal of the RICPG to be as representative of the Rhode Island 
community as possible, particularly the community affected by HIV/AIDS. 

In order to accomplish this, nominees are asked to check each that applies. 
Please note the information on this form will be shared with others as part 

of the nomination process. 
 

 

Gender  
               Male                           Female   
 
 
Transgender:         Male to Female               Female to Male  
   
 
  I choose not to answer this question 
 

 
 
 

Age Group 
 

   < 18    20-29  30-39    40-49        50+ 
 
 

         I choose not to answer this question 
 

 
 
 
 

Cultural/Ethnic Group 
 
  Native American     African American 
 
    Asian      Hispanic              Caucasian  
 
    Other (Please indicate_____________________________) 
 

 I choose not to answer this question 
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Person Living with HIV/AIDS 
                                                                      
Yes     No             I choose not to answer this question  
 
Person Living with HIV/AIDS Family Member 
 
Yes  No   I choose not to answer this question   
 

 
Partner of HIV/AIDS Infected Person 

 
Yes  No   I choose not to answer this question    
 

 
 
 

How would you describe yourself? 
 
  Bisexual   Gay Male 
 
 Heterosexual                        Lesbian 
 
            Transgender                         Other:______________________ 
 

 I choose not to answer this question 
 
 
 

 
 
 

Prison Population 
 

Former Inmate              Current Inmate               Home Confinement 
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Persons in Recovery from Substance Use 
            

MSM/IDU in recovery 
          
            

Person in recovery from injecting drug use 
 
 
I choose not to answer this question 

 

         
Description of Areas in Which You Live 
 
  Urban    Suburban    Rural 
 

 

Employment 
 

Dept of Health, Office of HIV and AIDS       Dept of Corrections 
 

Dept of Health, other office   Division of Behavioral Health 
 
 Dept of Mental Health, Retardation and Hospitals 
 
 Dept of Children, Youth and Families 
 

 Other State Agency 
 
             Employed by a Department of Health funded community based agency 
   
 
  Prevention         Treatment             Neither 
 
   Employed by Non Department of Health funded community based 
agency 
 
             Program name              
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THANKS!!!!!! 
 

 
FOR OFFICE USE ONLY: 

 
     Member Application         Consultant Application         Staff Application 

 
Form received on:___________________________________________ 
 
By:____________    Interview Date:__________ 
 
Interview Reviewers’ 
Initials:_________________________________________________ 
 
Recommendation to RICPG?         YES           NO 
 
Why/Why Not?  
VOTE TAKEN ON:___________  ACCEPTED   DENIED 

 
 
 
 
 
Please mail to: 
     “RI Community Planning Group Nominations” 
     c/o RI Department of Health 

Three Capitol Hill - Cannon Building 
Office of HIV & AIDS 
Room 106 

     Providence, RI 02908  
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Appendix D:  Meeting Member 
Survey  
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May Priority Meeting Evaluation 

 
 

Strongly Agree  Agree   Disagree  Strongly Disagree 
         4               3                     2          1                                  
 
 
Please share your opinion about today’s meeting using a scale of 1-4.  Place a 
number on the line next to the statement. 
 
1. The location was assessable.            _____   
     
2. The location was comfortable            _____                            
 
3. The food for this event was acceptable.          _____ 

 
4. The room was comfortable and inviting.        _____ 
 
5. The meeting facilitation was organized and clear.      _____ 

 
6. The meeting helped to engage the group in the process.     _____ 
 
7. The meeting met my expectations.         _____ 
 
8. I  know what I will be doing on the RICPG over the next two months.    _____ 

 
   
Rate your reaching the meeting objectives.  Did you:      
 

• complete an exercise to build and foster the RICPG team.    _____ 
 
• discuss the draft guidelines for community planning recently issued by the 

CDC.          _____  
 

• receive information about the Office of Minority Health program _____ 
 

• receive information on the Task Force Activities.   _____ 
 

• receive information from the Epidemiologic Profile.   _____ 
 

• receive instruction on how to use a workbook for setting priorities.  _____ 
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RICPG  Planning Retreat  
6/30/03 Meeting Evaluation 

 
 

Strongly Agree  Agree   Disagree  Strongly Disagree 
         4               3                     2          1                                  
 
 
Please share your opinion about today’s meeting using a scale of 1-4.  Place a 
number on the line next to the statement. 
 
9. The location was assessable.            _____   
     
10. The location was comfortable            _____                            
 
11. The food for this event was acceptable.          _____ 

 
12. The room was comfortable and inviting.        _____ 
 
13. The meeting facilitation was organized and clear.      _____ 

 
14. The meeting helped to engage the group in the process.     _____ 
 
15. The meeting met my expectations.         _____ 
 
16. I  know what I will be doing on the RICPG over the next two months.    _____ 

 
   
Rate your reaching the meeting objectives.  I was able to:      
 

• complete an exercise to build and foster the RICPG team.    _____ 
 
• discuss the outcomes of the population/behavior priority setting.       _____  

 
• join a team to review the Plan and /or Cooperative   _____ 

 
• have a role in the annual meeting.     _____ 

 
• have a role in the October Retreat meeting.    _____ 

 
• help with the selection of new CPG members.     _____ 
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Plan Review RICPG  Meeting  9/12/03 Evaluation 

Strongly Agree  Agree   Disagree  Strongly Disagree 
         4               3                     2          1                                  
 
 
Please share your opinion about today’s meeting using a scale of 1-4.  Place a 
number on the line next to the statement. 
 
17. The location was assessable.            _____   
     
18. The location was comfortable            _____                            
 
19. The food for this event was acceptable.          _____ 

 
20. The room was comfortable and inviting.        _____ 
 
21. The meeting facilitation was organized and clear.      _____ 

 
22. The meeting helped to engage the group in the process.     _____ 
 
23. The meeting met my expectations.         _____ 
 
24. I  know what I will be doing on the RICPG over the next two months.    _____ 

 
   
Rate your reaching the meeting objectives.  I was able to:      
 

• Review the new data added to the epi profile.      _____ 
 
• Review the Cooperative and the Plan and how  

 
they are interrelated.                      _____  
 

• Review the new member nomination process    _____ 
 

• Identify the tasks for the rest of 2003 from the calendar.           _____ 
 

• Have a role in the October Retreat meeting.    _____ 
 

• Have a role in the Annual meeting.      _____ 
 

• Identify my membership status on the RICPG.    _____ 
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Charter 
 

Community Planning Group  
For 

HIV Prevention 
 

State of Rhode Island 
 

Revised/ratified September 1999 
 

Article 1. NAME 
  The name of this community planning group will be the Rhode 
Island Community Planning Group for HIV Prevention (RICPG). 
 

Article 2. VISION 
  The vision of the RICPG is to end HIV infection in Rhode Island. 
 

Article 3. MISSION 
  The RICPG’s mission is to empower the community through 
strategic planning, community empowerment and participation in the legislative 
process. Strategic planning will include prioritization, evaluation, behavioral 
intervention, needle exchange and needs assessment. Community 
empowerment will include addressing racial disparity, harm reduction, parity, 
representation and inclusion. Legislative efforts will include reviewing Rhode 
Island Department of Health policies and regulations and the laws of the State of 
Rhode Island. We will advocate for changes where necessary. 
  

Article 4. GOALS 
  The goals of the RICPG are to make a thorough HIV prevention 
needs assessment of the State of Rhode Island, set prevention priorities for the 
State and write an HIV Prevention Plan for the State in cooperation with the 
Rhode Island Department of Health for the purpose of reducing the incidence of 
HIV infection. 
  

Article 5. PHILOSOPHY 
  We believe that we must insure that the community planning group 
reflects the diversity of the epidemic and that expertise in epidemiology, 
behavioral science, health planning and evaluation must be included in the 
process. 
 
  We will continue to build the capacity of community based 
organizations serving populations at high risk for HIV to implement HIV 
prevention programs by means of training and technical assistance through 
Project REACH. 
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  We believe that the youth of Rhode Island must share in the 
planning and programming of HIV prevention education; therefore, we will 
continue to support and work with Inner Circle. 
 
  We value the strengths inherent in diversity of cultures, lifestyles 
and ideas, and we will strive to attract and maintain this diversity through the use 
of focus groups, surveys and public forums. We will continue to advocate for and 
work towards an all inclusive community planning group. 
 
  We will strive to insure that interventions are prioritized fairly and  
equitably based on explicit consideration of priority needs, outcome 
effectiveness, cost effectiveness, social and behavioral science theory and 
community norms and values. 
 

Article 6. STRUCTURE 
  The RICPG membership will consist of no less than 20 individuals, 
but not exceed 30 individuals. There will be three Co-Chairs; one a 
representative from the Rhode Island Department of Health and two Community 
Co-Chairs elected from the membership by the membership. There will be two 
representatives from Inner Circle elected by their membership. 
  

Article 7. ROLES AND RESPONSIBILITIES 
 

7.1 Roles and Responsibilities – RICPG members 
(Appendix A) 
 

7.2 Roles and Responsibilities – Department of Health Co-Chair 
(Appendix B) 

 
7.3 Roles and Responsibilities – Contractors 

(Appendix C) 
 

7.4 Roles and Responsibilities – RICPG Committee Chairs 
(Appendix D) 
 

7.5 Roles and Responsibilities – Community Co-Chairs 
(Appendix E) 
 

Article 8. MEMBERSHIP 
 

8.1 Number 
The RICPG shall consist of no less than 20 members but no more 
than 30 members. A vacancy shall not prevent the RICPG from 
conducting business. 
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8.2 Term of Membership 
Members will have a two year term of office. Members will be 
eligible to serve an additional two year term. 

 
 8.3 Vacancies/Recruitment 

All RICPG members shall participate in the recruitment process 
under the oversight of the Community Empowerment Committee. 
The Community Empowerment Committee will interview potential 
candidates and present the candidate to the full RICPG for their 
approval. Inner Circle will actively recruit individual(s) to fill 
vacancies and present them to the group for approval. 
 

8.4 Removal of Members 
The RICPG will have the right to remove RICPG members for 
reasons other than attendance. A complaint in writing must be 
made to the Co-Chairs. The proposed removal will be presented at 
the next scheduled meeting of the RICPG and a special 
announcement will be sent out at least one week before the 
meeting. The proposed removal will be discussed as a motion 
before the RICPG. The member involved will be notified of the 
motion for removal by mail and has the right to attend and discuss 
the motion. A two-thirds (2/3) majority of members present is 
required for removal. This section does not apply to absence due to 
illness. 

 
8.5 Non-RICPG Participation 

Anyone from the community who is not a member of the RICPG 
may be nominated by the Chairs of standing committees or 
workgroups to participate as voting members of those committees 
or workgroups. The nominations must be confirmed by a simple 
majority vote of the RICPG members on the committee or 
workgroup. 
 

Article 9. GOVERNANCE OF MEETINGS 
7.1 Meeting Time 

The RICPG shall meet on a monthly basis. The meeting date, time 
and location will be set by the CO-Chairs after consultation with the 
members. Special meetings of the RICPG may be held if called by 
a Co-Chair or at the written request of a simple majority of the 
RICPG members. If a special meeting is called, all members will be 
notified of the meeting time and place at least one week before the 
meeting. Scheduled meetings of the committees and workgroups 
will be set by committee or workgroup chairs. Other public meetings 
will be set by the Co-Chairs after consultation with members. 
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7.2 Attendance 
Attendance at meetings of the RICPG, standing committees, 
workgroups and other activities of the RICPG will be documented 
by signed and dated sign in sheets. RICPG members must attend 
at least eight of the twelve meetings held each planning year. Any 
members who cannot attend a meeting of the RICPG should notify 
the contractors at least 24 hours before the meeting. Failure to 
provide notification for four missed meetings during each planning 
year will constitute resignation from the RICPG. 
 

7.3 Co-Chairs 
The C-Chairs will share responsibility for guiding the RICPG and all 
committees and workgroups in accomplishing the mission and 
goals. One C-Chair will be selected by the Department of Health as 
its representative. Two Community Co-Chairs will be elected by the 
RICPG serving staggered two year terms. The Co-Chairs will 
provide the Director of the Department of Health with information 
relevant to RICPG proposals and comments. 
 

7.4 Meeting Procedures 
The Co-Chairs, or an authorized representative, shall provide 
written notification of each meeting at least two weeks in advance 
of the meeting. The notice shall include the minutes of the previous 
meeting (and a draft agenda if possible). Items to be included on 
the agenda will be determined by the Co-Chairs; members will have 
the opportunity to submit agenda items one week in advance. 
Simple parliamentary procedure will be followed at all RICPG 
meetings. Notice for special meetings will be provided at least one 
week in advance. 
 

7.5 Open to the Public 
RICPG meetings are open to the public. Members of the public 
shall not participate during the course of the meeting, but will be 
given an opportunity to comment during the community update 
portion of each meeting. The length of the community update 
period shall be at the discretion of the Co-Chairs. 
 

7.6 Rules of Order 
Meetings of the RICPG and committees will be governed by simple 
parliamentary procedure. 
 

7.7 Order of Business 
The order of business of any regular meeting of the RICPG will be: 

1. Review, revision and approval of minutes 
2. (Vendor Report) 
3. Committee reports 
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4. Co-Chair reports 
5. (Old Business) 
6. New Business 
7. Community Update 
8. Adjournment 

 
7.8 Quorum 

A quorum of the RICPG or its committees must be present at any 
meeting where a formal vote is taken or a decision is to be made. A 
quorum will be in place when one-third of the voting membership is 
in attendance. Vacant seats on the RICPG or committee will not be 
counted in calculating this quorum. Meetings can take place without 
a quorum but any vote taken during such a meeting will be advisory 
only. 
 

7.9 Voting 
Voting on any properly seconded motion before the RICPG or one 
of its committees will be by voice or a show of hands of the 
members. At the request of any member in attendance at the 
meeting, voting on a motion will be made by roll call. The record will 
show the total number of yeas, nays and abstentions in a show of 
hands. At the discretion of the Co-Chairs or upon a simple majority 
vote of the RICPG, a motion can be voted upon by mailed ballot. In 
the case of roll call votes, the vote of each member will be recorded 
by name. 
 

7.10 Conflict of Interest 
A RICPG member shall refrain from voting on matters on which he 
or she has conflict of interest. To the extent permitted by law, no 
contract or other transaction in which the organization may enter 
shall be affected by the presence of a conflict of interest on the part 
of a member. 
If a decision is to be made which may directly affect a member’s 
personal, financial or organizational interest, then a potential 
conflict, or appearance of potential conflict of interest, exists or may 
be perceived to exist. In such cases: 

1. The individual member must clearly declare early in 
any discussion that a potential conflict of interest 
exists or may be perceived to exist. 

2. Other members may raise the question of conflict of 
interest or perceived conflict of interest of another 
member for discussion. 

3. Members may voluntary recuse themselves from 
voting or discussion on issues in which a potential 
conflict of interest exists or may be perceived to exist. 
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Article 10. COMMITTEES/WORKGROUPS 
10.1 General 

 
Committees/workgroups may be initiated by a majority vote of the 
RICPG to address specific tasks or to do background work that is 
then brought to the entire RICPG for action. All members of the 
RICPG must serve on at least one committee at all times. 
 

10.2 Committees 
The Standing Committees of the RICPG will be Community 
Empowerment, Strategic Planning, Program and Inner Circle. Each 
standing committee will have its own specific area(s) of concern 
relevant to the community planning process and the business of the 
RICPG. (see Guiding Principles attached) 
 

10.2a. Chairs of the Committees 
The committee chairs will be chosen by the members of the 
committee. The Chair will have a vote on all motions before the 
committee. 
 

10.3 Workgroups 
Workgroups can be convened at the pleasure of the Co-Chairs or 
at the request of the membership. The member or Co-chair making 
the motion to convene a workgroup will assume responsibility for 
chairing that workgroup. Participation on workgroup does not 
release members from his/her obligation to work on a standing 
committee. 
 

10.3a.Workgroup Chairs 
Workgroups will have a specific focus and be time limited. These 
elements will be at the discretion of the RICPG Chairs as well as 
workgroup members. 
 

Article 11. BOOKS AND RECORDS 
The RICPG and its committees shall keep minutes of all 
proceedings and such other books and records as may be required 
for the proper conduct of its business affairs. These documents 
shall be public record. 
 

Article 12. AMENDMENTS 
This Charter may be amended at any regular or special meeting of 
the RICPG. Written notice of the proposed Charter changes shall 
be mailed or delivered to each member at least two weeks prior to 
the date of the meeting. Charter changes require two-third (2/3) 
majority vote of the RICPG. 
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Rules of Operation 
 

(Updated September 2003) 
 

Goal: To increase accountability and personal investment of RICPG Members 
 
 

1. Attendance and Roll Call  
 Meetings will begin promptly and end promptly unless a decision is 

made by the Group to change the time. 
 Members are urged to arrive early for food and socialization so that 

the meeting can begin promptly. 
 Four (4) statuses will be used to define attendance: 

a. Present 
b. Absent without excuse 
c. Excused absence 
d. Excused late arrival or early departure 

 Members will call the RICPG facilitator if they will be arriving late or 
leaving early. 

 Arriving 15 minutes late or leaving 15 minutes early without a prior 
call will count as an absence. 

 Stipends will not be issued for a meeting where the attendance 
status has been recorded as absent without excuse, excused 
absence, or unexcused late arrival or early departure. 

 An attendance roster will be developed which will display the 
percentage of meetings attended by each member (i.e. attendance 
status). The Executive Committee will periodically review the  
roster. 

 
2. Long term absences 

 As indicated in the RICPG Charter, members must attend 8/12 
meetings per year or membership will be revoked. If a member 
considers re-applying for membership, it will be necessary to 
reapply and participate in the membership application process. 

 Individual circumstances regarding long term excused absences 
will be reviewed by Executive Committee. 

 Members who know they will miss an extended number of meetings 
may request  “suspended status” for that period of time. This 
request should be made in writing and addressed to the Executive 
Committee. During the time of suspended status, a person, while 
remaining a RICPG Member, would lose the ability to vote, but 
should remain current on RICPG affairs so that he or she can 
resume full participation with full understanding on the RICPG once 
returning. 
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3. Protocol issues and all votes will be displayed on newsprint and 
reviewed during meetings before a vote is taken. 

 
4. Process issues will be put into steps, displayed on newsprint and 

reviewed during meetings before a vote is taken. 
 

5. A task list will be made during meetings of what members or 
committees agreed to be responsible for. 

 Task lists will be a part of every set of minutes 
 Task lists will be reviewed at the next meeting to determine status 

of accomplishment and will be recorded in the minutes as 
completed, in process or not started. 

 
6. Highlights/overview of minutes will be provided at the beginning of 

every meeting by the facilitator. 
 Any discussion will focus on accuracy and clarity only. 
 Vote for acceptance will be taken. 

 
7. Incentives and acknowledgements 

 RICPG member awards and certificates will be given at the annual 
Community Forum. Using clear criteria (to be developed), a RICPG 
member will be selected to receive an “Outstanding RICPG 
Membership.” 

 Incentives for good attendance, which will come from donations, 
not an allocation in the community planning budget, will be given. 

 Acknowledgment of significant events such as birthdays, family 
deaths, etc. will be provided for all RICPG members. 

 
8. The meeting agenda will be followed as timed out. 

 The agenda timetable will be followed with no additions unless 
changed by the Group at the beginning of the meeting immediately 
after minutes are approved. 

 The RICPG facilitator will serve as meeting timekeeper. 
 The facilitators will introduce topics for discussion. This introduction 

will be limited to two (2) minutes. 
 No one will be able to speak twice on an issue unless everyone 

who wants to speak has spoken once. 
 Comments after the facilitator’s introduction are limited to one (1) 

minute. 
 Discussion will be limited to fifteen (15) minutes. 
 An alternative method of input will be provided for members unable 

or not willing to verbalize their concerns. 
 

9. Prior meeting decisions 
 Decisions made at previous meetings will not be discussed. 
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 Members who missed meetings and have questions regarding 
decisions will be referred to the minutes for the particular meeting in 
which the decision was made. 

 The following statement will be bulleted in the minutes that are sent 
out every month: “If anyone has any questions regarding decisions 
made or the actions of the Group, please contact the RICPG 
facilitator and they will bring the concern to the Co-chairs.  The Co-
chairs will consider whether and/or when to put the concern on the 
agenda of a future meeting.” 

 
10. Conference follow-up  

 All RICPG members will be required to prepare a written report for 
the Group after attending any conference paid for through the 
process. 

 
11.  Expectations regarding being prepared 

 RICPG members will be given an option of taking portfolios home 
with them or keeping them with them. 

 If someone is unprepared for a discussion, they will be asked to 
recluse themselves from the discussion. 

 
12. Communication- contact prior to meeting 

 The preferred method of communication for each member will be 
identified (email, snail mail, phone calls, etc). 

 The RICPG facilitator will use the preferred method for all 
correspondence. 
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Appendix G: Welcome to Setting 
Priorities with the Rhode Island 
Community Planning Group for 
HIV Prevention  
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 148

Introduction 

 
When you finish this workbook, you will 
have accomplished 2 important RICPG 
tasks: 
 
1. The RICPG priority 

populations/behaviors will be set. 
 
2. The RICPG priority interventions for 

each population will be set. 
 
 
 
 
 
 
 
 
  
While the process of setting priorities can test and challenge us, we share 
the same goal of trying to decease the number of new HIV infections in all 

Rhode Islanders. 
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Introduction 
RICPG members will: 

1. Consider the importance of setting priorities to target resources to people 
most in need of HIV Prevention services. 

2. Consider factors to set fair and knowledgeable priorities using risk 
behaviors and social conditions. 

3. Use the factors to set priorities using an individual scoring sheet. 
4. Determine a group consensus on priorities. 
5. Determine the best interventions for each priority population/behavior. 
 

Why is priority setting important? 
 
Priority setting is a critical step in determining where to direct future resources to 
the people most at risk for HIV infections.  Setting priorities is complex and a 
challenge for community planning groups.   
 
The RICPG is made up over 20 people with varied backgrounds and experience.  
Many members have strong passions about populations they want served.  No 
one wants to say that one group is more important than another.  In fact, 
everyone is important to all the members.   
 
Think about it, most of us are at the table because we care about people.  While 
the process of setting priorities can test and challenge us, we share the same 
goal of trying to decease the number of new HIV infections in all Rhode 
Islanders.  Setting priorities is the main task of the RICPG and the CPG’s most 
important function.  It’s important that the members feel good about the process 
and at the same time feel sure that the people most in need are going to be 
served. 
 
How can we set priorities in a fair and knowledgeable way? 
 
The RICPG needs a solid, practical, fair, objective method for setting priorities for 
future HIV Prevention needs.  Knowledge is power.  Every member needs to 
be informed about the course of the epidemic in Rhode Island and have an 
opportunity to be heard on the issues.  At the same time, the RICPG needs to 
know that their decisions will get the job done, namely targeting future resources 
to high-risk people with the best interventions.   
 
In order to set a fair and valid process we need to go through several steps 
to answer the following questions: 

• What are the risk behaviors? 
• What is the data telling us about HIV/AIDS infections? 
• What are some of the barriers that interfere with people reaching 

services? 
• Can the RICPG rate these behaviors in a meaningful way? 
• How many people can potentially be infected with HIV?  
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Step One: What are the risk 
behaviors? 
 
 
• Injecting Drug Users and Other 

Substance Using Disorders 
 

• Men Engaging in Unprotected Sex with 
other Men or other Men and Women 

 
• Youth Engaging in Unprotected Sex and 

Alcohol/Other Drug Use 
 

• Women Engaging in Unprotected Sex 
with Men  

 
• PLWHIV/AIDS and People Who Don’t 

Know Their Status 
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Step One: What are the risk populations/behaviors? 
 

HIV is one of the most studied disease and that includes clear information about 
how HIV is transmitted.  Based on the transmission and the data already 
collected on HIV and AIDS (both nationally and locally), we know the behaviors 
that place people at risk for the infection.  
 
Some states have large HIV/AIDS populations and matching resources to study 
the epidemic.  The same type of data may not be available in Rhode Island.  
Sometimes we can make inferences based on data that was collected in other 
states.  Some times it doesn’t make sense to do that.  The Office of HIV & AIDS 
epidemiologist can help us with this.  
 
Some data is not collected in any locations.  For example, the number of MSM 
being discharged from prison is not collected.  This would have to be a special 
study.  Because of confidentiality issues, the Division of Behavior Health 
Treatment (substance use treatment) data doesn’t including anything about HIV 
status. 
 
In some cases we have part of the data, but there are missing pieces.  For 
example, the Division of Behavior Health’s substance abuse treatment data can 
tell us the number of people in substance abuse treatment and their drug of 
choice.  It cannot tell us the number of people engaging in high-risk sexual 
behavior or the number of people in substance abuse treatment who are HIV 
positive.  This type of data has too many confidentiality issues to be easily 
collected 
 
The populations/behaviors that the RICPG will be considering are: 
 

• Injecting Drug Users and Other Substance Using Disorders 
 

• Men Engaging in Unprotected Sex with other Men or other 
Men and Women 

 
• Youth Engaging in Unprotected Sex and Alcohol/Other 

Drug Use 
 

• Women Engaging in Unprotected Sex with Men  
 

• PLWHIV/AIDS and People Who Don’t Know Their Status 
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Priority Populations/Behavior and the 
Data Available to Us 

 
 
 

 
 
 
 
 

It is important to make decisions based on 
science and experience, not emotions or 

personal interests.  The data can help us make 
decisions based on science. 
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TAKE A LOOK at the next page.  It will tell you about Injecting Drug Users and 
other Substance Using Disorders. 
 
The major risk is sharing injecting equipment.  The demographic include adults, 
females, males and transgender. 
 

Left Column 
 
Listed in the left hand column are more specific behaviors that put people at risk.  
These risks were determined by studies done on the behavior and populations. 
 

Risk Behaviors to Consider 
IDU Adult who share injection equipment with other 
individuals 
IDU Adult who are incarcerated or recently 
released 
IDU Adult who use non-injection substances and 
engage in high-risk activities 

 
 
 

Right Column 
 
The right hand column will tell you the data that we have available to the RICPG 
to consider.   
 

Available Data 
ENCORE data 
Prison Data 
Partial Data Available from Division of Behavior 
Health Treatment Data (substance use 
treatment) on the number of people in treatment 
for non-injecting substances. 

 
Something to consider:  The RICPG can ask HEALTH to collect data that is not 
currently being collected. 
 
The pages that follow will give you the same information about 
 

• Men Engaging in Unprotected Sex with other Men or other Men and 
Women 

 
• Youth Engaging in Unprotected Sex and Alcohol/Other Drug Use 

 
• Women Engaging in Unprotected Sex with Men  

 
• PLWHIV/AIDS and People Who Don’t Know Their Status 
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Injecting Drug Users and Other 
Substance Using Disorders  

 
 
 
 

LEFT is about the Behavior 
 

 
 
 
 
 

 
 
 
 

 
RIGHT is about the available data. 
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Injecting Drug Users∗ and Other Substance Using Disorders 
 

Behavioral Risk(s):    Sharing injection equipment 
Gender:   Male, female and transgender 
Ages:   20+ 
 

Risk Behaviors to 
Consider 

 

Available Data  
 

IDU Adult who share 
injection equipment 
with other individuals 
 

ENCORE data 

IDU Adult who are 
incarcerated or 
recently released 
 

Prison Data 

IDU Adult who use 
non-injection 
substances and 
engage in high-risk 
activities 

Partial Data Available from 
Division of Behavior Health 
Treatment Data 
(substance use treatment) 
on the number of people in 
treatment for non-injecting 
substances. 
 
 

                                            
∗ IDU means injecting drug user.  The risk behavior is sharing the equipment used to inject drugs.  
IDU can use a varied of drugs to inject, not just heroin.  Many drug users are poly-drug users.  
They use more than one drug such as alcohol and cocaine.  However many drug users have a 
drug that is their primary “drug of choice”. 
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Men Engaging in Unprotected Sex 
with other Men or other Men and 

Women 
 
 

LEFT is about the Behavior 
 

 
 
 
 
 

 
 
 
 

 
RIGHT is about the available data. 

 
What do you think? 
 
High Risk Male (who are not IDUs) 
are in this group too. 
Think about it.   
It the male is not an IDU 
then he’s an MSM on  
the down low.  Many of the down low  
men still consider 
themselves heterosexual. 
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Men Engaging in Unprotected Sex with other Men or other Men 

and Women
♂

 
Behavioral Risk(s): High-risk male-to-male sexual activity 
Gender:   Male and transgender 
Ages:   20+ 
 

Risk Behaviors to Consider Available Data  
MSM Adult who have unprotected sex with an HIV+ male 
 

Rick Cain’s Study  

MSM Adult who engage in unprotected sex with male 
partners of unknown HIV status who engage in high-risk 
activities 

• Rick Cain’s Study 
• A recent study by JSI for the RI 

Foundation might have some 
information.  The study report is not 
yet available. 

MSM Adult who continue to have diagnosed STDs 
 

STD data 

MSM Adult who are involved in sex trade for survival 
(formerly commercial sex workers) 
 

Not Available Locally 

MSM Adult who are incarcerated or recently released 
 

Not Available 

MSM Adult who use non-injection substances and engage 
in high-risk activities 
 

Not Available Locally 

HRH♥ Adult Males who engage in unprotected sex with an 
HIV+ male / a male with unknown HIV status who 
engages in high-risk activities 
 

Not Available Locally 

HRH Adult Males who have unprotected sex with an HIV+ 
females 
 

Not Available Locally 

HRH Adult Males who are involved in sex trade for 
survival (formerly commercial sex workers) 
 

Not Available Locally 

HRH Adult Males who continue to have diagnosed STDs 
 

STD Data 

HRH Adult Males who are incarcerated or recently 
released 
 

Prison Data 

HRH Adult Males who use non-injection substances and 
engage in high-risk activities 
 

Partial Data Available from Division of 
Behavior Health Treatment Data (substance 
use treatment) on the number of people in 
treatment for non-injecting substances. 

                                            
♂ MSM is defined by the CDC as men who have sex with men and men who have sex with 
men and women.   
 
♥

 HRH refers to high-risk heterosexual behavior. 
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Youth Engaging in Unprotected Sex 
and Alcohol/Other Drug Use 

 
 

LEFT is about the Behavior 
 

 
 
 
 
 

 
 
 
 

 
RIGHT is about the available data. 
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Youth Engaging in Unprotected Sex and Alcohol/Other Drug Use 
 

Behavioral Risk(s):   High-risk sexual activity; perinatal 
Gender:   Male, female and transgender 
Ages:   <19 
 

Risk Behaviors to Consider Available Data  
HRH� Youth who engage in unprotected sex 
with an HIV+ male / a male with unknown HIV 
status who engages in high-risk activities 
 

Not Available Locally 

HRH Youth who are involved in sex trade for 
survival (formerly commercial sex workers) 

 

Not Available Locally 

HRH Youth who continue to have diagnosed 
STDs 

STD Data 

HRH Youth Females who are pregnant and 
have unprotected sex with an HIV+ male / a 
male with unknown HIV status who engages in 
high-risk activities.  
 

Not Available Locally 
Data on the number of unintended 
pregnancy among girls/women under 24 
having unprotected sex might be helpful 
here. 

HRH Youth Males who have unprotected sex 
with an HIV+ female 

Not Available Locally 

HRH Youth who are incarcerated or recently 
released 

Training School and prison Data 

HRH Youth who use non-injection substances 
and engage in high-risk activities 
 

Partial Data Available from Division of 
Behavior Health Treatment Data 
(substance use treatment) 

MSM� Youth who have unprotected sex with an 
HIV+ male 

Not Available Locally 

MSM Youth who engage in unprotected sex with 
male partners of unknown HIV status who 
engage in high-risk activities 
 

Not Available Locally.  A recent study by 
Youth Pride Inc. might have some 
information.  The study report is in the 
draft stage. 

MSM Youth who continue to have diagnosed 
STDs 

STD Data 

MSM Youth who are involved in sex trade for 
survival (formerly commercial sex workers) 

Not Available Locally 

MSM Youth who are incarcerated or recently 
released 

Not Available Locally 

MSM Youth who use non-injection substances 
and engage in high-risk activities 

Not Available Locally 

� HRH refers to high-risk heterosexual behavior. 
� MSM is defined by the CDC as men who have sex with men and men who have sex with men 
and women.   
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Women Engaging in Unprotected Sex 
with Men  

 
 

LEFT is about the Behavior 
 

 
 
 
 
 

 
 
 
 

 
RIGHT is about the available data. 
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Women Engaging in Unprotected Sex with Men 
 

Behavioral Risk(s):   High-risk sexual activity; perinatal 
Gender:   female 
Ages:   20+ 
 

Risk Behaviors to Consider
 

Available Data  
 

HRH Adult Females who 
engage in unprotected sex 
with an HIV+ male / a male 
with unknown HIV status who 
engages in high-risk activities 

Not Available Locally 

HRH Adult Females who are 
pregnant and have 
unprotected sex with an HIV+ 
male / a male with unknown 
HIV status who engages in 
high-risk activities 

Not Available Locally 
Data on the number of 
unintended pregnancy 
among women over 24 
having unprotected sex 
might be helpful here. 

HRH Adult Females who are 
involved in sex trade for 
survival (formerly commercial 
sex workers) 

Not Available Locally 

HRH Adult Females who 
continue to have diagnosed 
STDs 

STD Data 

HRH Adult Females who are 
incarcerated or recently 
released 

Prison Data 

HRH Adult Females who use 
non-injection substances and 
engage in high-risk activities 

Partial Data Available from 
Division of Behavior Health 
Treatment Data (substance 
use treatment) 
 

HRH Adult Females who are 
victims of domestic violence 

Domestic Violence Data 
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PLWHIV/AIDS and People Who Don’t 
Know Their Status 

 

LEFT is about the Behavior 
 

 
 
 
 
 

 
 
 
 

 
RIGHT is about the available data. 
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PLWHIV/AIDS and People Who Don’t Know Their Status 
 
Behavioral Risk(s):   High-risk male-to-male sexual activity; high-risk male-

to-female activity; high-risk female-to-female sexual 
activity; sharing injection equipment; perinatal 

Gender:   Male, female and transgender 
Ages:   20+ 
 

Risk Behaviors to 
Consider 

 

Available Data  
 

MSM living with HIV/AIDS 
 

HIV/AIDS Prevalence and 
Incidence Data 

IDU  living with HIV/AIDS 
 

HIV/AIDS Prevalence and 
Incidence Data 

HRH Males living with 
HIV/AIDS 
 

HIV/AIDS Prevalence and 
Incidence Data 

HRH Females living with 
HIV/AIDS 
 

HIV/AIDS Prevalence and 
Incidence Data 

People living with HIV who 
are incarcerated or recently 
released 
 

HIV/AIDS Prevalence and 
Incidence Data and Prison 
Data 

People living with HIV who 
use non-injection substances 
and engage in high-risk 
activities 
 

Not Available Locally 
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SPECIAL CONCERNS POPULATIONS 
in Need of HIV Prevention 

 
 

 
 
 

Here’s your chance to tell us about a 
special population the RICPG needs 

to consider. 
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SPECIAL CONCERNS POPULATIONS in Need of HIV Prevention 
Interventions  
 

Other Risk Factors to Consider 
 

Available Data  
 

Check 
here for 

more 
study  

Transgender:Transgender is an 
umbrella term that refer to 
individuals who are engaged in 
gender specific behavior that is not 
consistent with their biological 
gender. 

Not Available Locally  

Individuals with hepatitis C virus 
(HCV) 
 

HCV data  

Homeless individuals 
 

HIV/AIDS Prevalence and 
Incidence Data 

 

Non-English Speaking individuals 
 

• Ethnicity in the HIV/AIDS 
Prevalence and Incidence 
Data.   

• Aggregate data from current 
vendors on populations 
served. 

• Currently being funded by 
Minority Supplemental 
funding. 

 

 

Mentally Ill individuals 
 

• National Data available 
• White Paper from the 

Mental Health 
Subcommittee 

 

Individuals with special needs (i.e. 
physically disabled, deaf, visually 
impaired, intellectual limitations, 
etc.) 
 

Not Available Locally  

Communities of Color 
 

• Race and Ethnicity in the 
HIV/AIDS Prevalence and 
Incidence Data.  Aggregate 
data from current vendors 
on populations served. 

• Currently being funded by 
Minority Supplemental 
funding. 
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What else do you need? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Write it here!  
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The above risk factors may or may not have 
data or information.  If there is a special 
concern behavior/population that you believe 
needs further study (e.g. surveys, 
assessments, focus group, etc.) place a check 
in the box at the end of each column.  
 
Some special concerns populations are not 
currently addressed with HIV resources.  The 
RICPG might want to consider a process for 
determining how set-aside funding could be 
used to support programs that deliver HIV 
prevention services to the special concerns.  
This could be an objective for next year.   
 
 

What else do you need to inform the process for 
setting aside funding for special concerns? 

Write it here. 
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Step Two:  Consider the contributing 
factors and how to weight them? 

 

Factors 
 
 

HIV Case Data 
 
 

AIDS Case Data 
 

 
Known 

Barriers to 
HIV 

Prevention 
 

 
 

Barriers interfere with an individual’s ability 
to access and / or successfully engage HIV 
prevention services.  Barriers also effect a 
provider’s ability to reach and successfully 

deliver HIV prevention interventions to high-
risk populations. 
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Step Two:  Consider the contributing factors and how to weight 
them? 
The data has an important role in the decision making process.   There are other 
criteria that you can use to set priorities besides data.  The factors that the 
RICPG can consider are:  
 

Factors 
 

Explanation to Help Weight the Factor 

HIV Case Data The epidemiological data illustrate the impact of 
HIV on high-risk populations.  Given our goal to 
prioritize population groups based on FUTURE 
HIV PREVENTION NEEDS, use the data to 
examine past and current HIV cases.  Estimate 
what impact this data has for future HIV 
prevention needs. 

 
AIDS Case 
Data 

The epidemiological data illustrate the impact of 
AIDS on high-risk populations.  Given our goal to 
prioritize population groups based on FUTURE 
HIV PREVENTION NEEDS, use the data to 
examine past and current AIDS cases.  Estimate 
what implications this data has for future HIV 
prevention needs. 
 

Known 
Barriers to 
HIV 
Prevention 

Barriers interfere with an individual’s ability to 
access and / or successfully engage HIV 
prevention services.  Barriers also effect a 
service provider’s ability to reach and 
successfully deliver HIV prevention interventions 
to high-risk populations.  There is a list of Known 
Barriers to HIV Prevention to consider when 
weighing a population’s risk for increased HIV 
infection based on its ability to access and 
successfully engage HIV prevention 
interventions.  Try to estimate what implications 
these barriers have for a population’s future HIV 
prevention needs.   
 
Because data for these factors are limited, RICPG 
member experience and expertise should be used to 
score this factor. 
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More Factors to Consider 
 
 
 
 
 
 

Factors 
 
 

Risk Behaviors 
& Conditions 

 

 
Risk Behavior 

Rating 
 
   

Estimated Size 
of High-Risk 
Population 

 
 

Certain activities 
and behaviors 

transmit HIV from 
one person to 
another more 

efficiently than 
others. 
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Factors 

 
Explanation to Help Weight the Factor 

Risk Behaviors & 
Conditions 

Certain behaviors and conditions increase an individual’s 
risk for being infected with HIV or infecting another 
person with HIV.  These factors range from social and 
contextual issues to behaviors and activities.  There is a 
list of risk factors to consider when weighing a 
population’s risk for increased HIV infection based on the 
presence of Multiple Risk Factors.  From this, predict 
what implications these factors have for a population’s 
future HIV prevention needs.   
 
Because data for these factors are limited, RICPG 
member experience and expertise should be used to 
score this factor. 
 

Risk Behavior 
Rating 

Certain activities and behaviors transmit HIV from one 
person to another more efficiently than others.  Risk 
behavior data quantify an activity/behavior’s risk relative 
to other high-risk activities/behaviors.  Other jurisdiction’s 
HIV prevention planning groups have identified scales 
that compare risks.  Given our goal to prioritize 
population groups based on FUTURE HIV 
PREVENTION NEEDS, use the data to consider the 
potential impact HIV can have on the population groups 
in the future.  From this, predict what implications the 
data have for future HIV prevention needs. 
 
Because data for these factors are limited, RICPG 
member experience and expertise should be used to 
score this factor. 
 

Estimated Size of 
High-Risk 
Population 

 
 

The Office of HIV & AIDS estimated the size of 
populations who are at high-risk for HIV infection.  
Knowing a population’s size helps us to consider what 
impact HIV can have on a population in the future.  
These data also help us consider in which populations 
prevention services can reach the most individuals.  
Given our goal to prioritize population groups based on 
FUTURE HIV PREVENTION NEEDS, use the data to 
rate the populations based on size. 
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Weighting the Factors 
 

Factors 
 

Weights 
Assigned to 
Each Factor

HIV Case Data 3 
 

AIDS Case Data 
 

3 

Known Barriers to 
HIV Prevention 

2 
 

Risk Behaviors & 
Conditions 

1.5 
 

Risk Behavior 
Rating 

 

1 

Estimated Size of 
High-Risk 
Population 

 

0.5 
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Weighting the Factors   
 
What does weight mean? 
Each factors has an importance placed on it to 
compare it with the other factors.  Putting a 
weight on each factor helps to make a choice. 
 
By having a weight on each factor the RICPG 
will be able to score the factors based on its 
importance in comparison to the other factor.   
 
Why did we use these weights? 
 
These weights were assigned based on the 
importance of the data available about the 
factor. These factors and weights were used by 
other states to help with setting priorities.  The 
Chicago CPG worked hard to select a fair 
process in determining weights for each factor.  
It worked for them.  It can work for us. 
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MATRIX TIME 
 

For an overview try a matrix 
 
 
 

 
Factor 

 

 
Definition 

 

 
Justification for selecting 

 

 
Weight 

 
 
 
 

Take a look at the next page.  It lays out 
the factors, their definition, justification 

for selection and weight. 
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Rhode Island Community Planning Group for HIV Prevention 
Factors for Populations Prioritization 

 

Factor Definition Justification for selecting Weight 

HIV Case Data 
HIV Prevalence (The number of living HIV cases 
per 100,000); HIV Incidence (The number of new 
HIV cases per 100,000); and HIV Trends (The 
change in HIV incidence over time) 

The data suggest the extent to which 
HIV currently affects high-risk 
populations in Rhode Island. 

3 

AIDS Case Data 
AIDS Prevalence (The number of living AIDS 
cases per 100,000); AIDS Incidence (The number 
of new AIDS cases per 100,000); and AIDS Trends 
(The change in AIDS incidence over time) 

The data suggest the extent to which 
AIDS currently affects high-risk 
populations in Rhode Island. 

3 

Known Barriers to 
HIV Prevention 

Real or perceived external impediments that limit 
an individuals ability to access and / or successfully 
engage in HIV prevention 

The data suggest known obstacles to 
HIV prevention for high-risk 
individuals. 

2 

Risk Behaviors & 
Conditions 

Some personal behaviors and social conditions 
can increase an individual’s risk for HIV infection / 
transmission. 

The data suggest issues that 
exacerbate an individual’s risk for HIV 
infection / HIV transmission. 

1.5 

Risk Behavior 
Rating 

An activity’s risk relative to other high-risk activities.  
A rating of the risk or probability of transmission of 
HIV associated with a behavior.  

The data quantify the risk of certain 
behaviors that lead to HIV infection / 
transmission. 

1 

Estimated Size of 
High-Risk 
Population 

The size of the target population as a percentage 
of the total population (# of persons in target 
population / total population) 

The data suggest the number of 
persons within a certain population 
who are at risk for HIV infection / HIV 
transmission. 

0.5 
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Step Three: Look at the rating of the 

factors 
 
 
 
 

 
 Rating 

 
1 2 3 4 5 

  

         + 
 
Weights 

 

= 
 

Populations/Behaviors all 
come together 
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Step Three: Look at the rating of the factors 
 
Each factor has a rating scale 1-5.  The scales will help you determine the 
populations/risk behaviors most at risk.  The rate that you assign a risk behavior will be 
multiplied by the weight: 

 
 
 

 
The next 6 pages will give you the 1- 5 rating for each factor.  Take a look. 

 
 

FACTORS 
HIV 

Case 
Data 

AIDS 
Case 
Data 

Known 
Barriers to 

HIV 
Prevention 

Risk 
Behaviors 

and 
Conditions 

Risk 
Behavior 

Rating 

Estimated 
Size of 
Pop. 

SCORES 

 
POPULATIONS 

1 = 3 
2 = 6 
3 = 9 
4 = 12 
5 = 15 

1 = 3 
2 = 6 
3 = 9 
4 = 12 
5 = 15 

1 = 2 
2 = 4 
3 = 6 
4 = 8 
5 = 10 

1 = 1.5 
2 = 3 
3 = 4.5 
4 = 6 
5 = 7.5 

1 = 1 
2 = 2 
3 = 3 
4 = 4 
5 = 5 

1 = 0.5 
2 = 1 
3 = 1.5 
4 = 2 
5 = 2.5 TO

TA
L 

SC
O

R
E 

ID
U

        

M
SM

        

W
om

en
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U
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HIV Case Data 
WEIGHT—3 

 
 

DATA AVAILABLE  
 

 
 
 
 
 
 
 

 
RATING 
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HIV Case Data 
WEIGHT—3 

 
The epidemiological data illustrate the impact of HIV on high-risk populations.  Given 
our goal to prioritize population groups based on FUTURE HIV PREVENTION NEEDS, 
use the data to examine past and current HIV cases.  Estimate what impact this data 
has for future HIV prevention needs. 
DATA AVAILABLE 
• HIV Prevalence (00 and 02)—measures all cases of persons living with HIV in a 

specified year.  The data suggest the number of persons living with HIV within 
specific populations. 

• HIV Incidence (00 and 02)—indicates newly diagnosed HIV cases in a specified 
year.  The data suggest which populations are currently testing positive for HIV. 

• HIV Trends (97-99 v 00-02)—indicates the change in the rate of new HIV cases 
between specified years.  The data suggest the direction in which the HIV epidemic 
may be shifting within specific populations. 

Refer back to the HIV data in the Epidemiologic Profile in Chapter 2. 
 
RATING 
Given the data available for HIV cases, which populations are at highest risk for 
potential HIV infection in the future OR are at greatest risk of transmitting HIV infection 
in the future? 
5 = At highest risk for infection / transmission  
A rank of 5 indicates that the group(s) is / are at highest risk for potential HIV infection in 
the future OR are at greatest risk of transmitting infection in the future.   

   
4 = At high risk for infection / transmission, but not the highest  
A rank of 4 indicates that the group(s) is / are at high risk for potential HIV infection in the 
future, but do not illustrate the highest risk OR are at high risk of transmitting infection in 
the future but do not illustrate the highest risk.   

 
3 = At moderate risk for infection / transmission 
A rank of 3 indicates that the group(s) is / are moderate risk for potential HIV infection in 
the future OR are at moderate risk of transmitting infection in the future.  

 
2 = At low risk for infection / transmission, but not the lowest  
A rank of 2 indicates that the group(s) is / are at low risk for potential HIV infection in the 
future, but do not illustrate the lowest risk OR are at low risk of transmitting infection in the 
future, but do not illustrate the lowest risk. 
 
1 = At lowest risk for infection / transmission 
A rank of 1 indicates that the groups(s) is / are at the lowest risk for potential HIV 
infection in the future OR are at the lowest risk of transmitting infection in the future.  
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AIDS Case Data 
WEIGHT—3 

 
 
 

DATA AVAILABLE  
 

 
 
 
 
 
 
 

 
RATING 
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AIDS Case Data 
WEIGHT—3 

 
The epidemiological data illustrate the impact of AIDS on high-risk populations.  Given 
our goal to prioritize population groups based on FUTURE HIV PREVENTION NEEDS, 
use the data to examine past and current AIDS cases.  Estimate what implications this 
data has for future HIV prevention needs. 
DATA AVAILABLE 
• AIDS Prevalence (00 and 02)—measures all cases of persons living with AIDS in a 

specified year.  The data suggest the number of persons living with AIDS within 
specific populations. 

• AIDS Incidence (00 and 02)—indicates newly diagnosed AIDS cases in a specified 
year.  The data suggest which populations are currently being diagnosed with AIDS. 

• AIDS Trends (97-99 v 00-02)—indicates the change in the rate of new AIDS cases 
between specified years.  The data suggest the direction in which the HIV epidemic 
may be shifting within specific populations. 

Refer back to the AIDS data in the Epidemiologic Profile in Chapter 2. 
 

RATING 
Given the data available for AIDS cases, which populations are at highest risk for 
potential HIV infection in the future OR are at greatest risk of transmitting HIV infection 
in the future? 
 
5 = At highest risk for infection / transmission  
A rank of 5 indicates that the group(s) is / are at highest risk for potential HIV infection in 
the future OR are at greatest risk of transmitting infection in the future.   

   
4 = At high risk for infection / transmission, but not the highest  
A rank of 4 indicates that the group(s) is / are at high risk for potential HIV infection in the 
future, but do not illustrate the highest risk OR are at high risk of transmitting infection in 
the future but do not illustrate the highest risk.   

 
3 = At moderate risk for infection / transmission 
A rank of 3 indicates that the group(s) is / are moderate risk for potential HIV infection in 
the future OR are at moderate risk of transmitting infection in the future.  

 
2 = At low risk for infection / transmission, but not the lowest  
A rank of 2 indicates that the group(s) is / are at low risk for potential HIV infection in the 
future, but do not illustrate the lowest risk OR are at low risk of transmitting infection in the 
future, but do not illustrate the lowest risk. 

 
1 = At lowest risk for infection / transmission 
A rank of 1 indicates that the groups(s) is / are at the lowest risk for potential HIV 
infection in the future OR are at the lowest risk of transmitting infection in the future. 
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Known Barriers to HIV Prevention 
WEIGHT—2 

 
 
 
 

 KNOWN BARRIERS TO HIV 
PREVENTION 

 
 
 
 
 
 

Because data for these factors are limited, 
member experience and expertise should be 

used to rate this factor. 
 
 

 
RATING 
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Known Barriers to HIV Prevention 
WEIGHT—2 

Barriers interfere with an individual’s ability to access and / or successfully engage HIV 
prevention services.  Barriers also effect a service provider’s ability to reach and successfully 
deliver HIV prevention interventions to high-risk populations.  Given our goal to prioritize 
population groups based on FUTURE HIV PREVENTION NEEDS, use the following list of 
Known Barriers to HIV Prevention to consider a population’s risk for increased HIV infection 
based on its ability to access and successfully engage HIV prevention interventions.  Try to 
estimate what implications these barriers have for a population’s future HIV prevention needs.  
Because data for these factors are limited, member experience and expertise should be used to 
score this factor. 
KNOWN BARRIERS TO HIV PREVENTION 

• Limited agency capacity to provide culturally 
appropriate interventions 

• Absence of age-appropriate, gender-appropriate 
and indigenous staff 

• Insufficient number or staff 
• Lack of culturally and / or linguistically appropriate

materials 
• Restricted access to youth and incarcerated 

populations 
• Safety issues associated with street outreach 
• Distrust of providers 
• Lack of transportation / access to services 
• Fear of legal consequences 
• Negative or fatalistic beliefs about HIV / AIDS 
• Denial of MSM / IDU activities 
• Prejudice and stigma  
• Complacency 
• Institutional barriers 
 

• Homophobia, heterosexism 
• Racism 
• Lack of knowledge about services 
• Distrust of system 
• Lack of HIV knowledge 
• Legal Issues   
• Limited access to sterile syringes 
• Hard to reach due to location of high-risk 

activities 
• Immigration status 
• Hard to find 
• Waiting lists for existing services 
• Transient nature of populations 
• Substance use and mental health concerns 
• Mistrust of service providers 
• Perceived immortality 
• Political / social regulations 
• Peer pressure / maturity level 

RATING 
Given your experience and expertise, which populations have the highest number of known barriers that 1) 
compromise their ability to access and successfully engage HIV prevention services and / or 2) compromise a service 
provider’s ability to reach and successfully deliver HIV prevention interventions to them?   
 
5 = Highest number of Known Barriers  
A rank of 5 indicates that the group(s) has / have the highest number of known barriers compromising 
HIV prevention.   

   
4 = High number of Known Barriers, but not the highest  
A rank of 4 indicates that the group(s) has / have a high number of known barriers, but not the 
highest, compromising HIV prevention.   

 
3 = Moderate number of Known Barriers Factors 
A rank of 3 indicates that the group(s) has / have a moderate number of known barriers 
compromising HIV prevention.   

 
2 = Low number of Known Barriers, but no the lowest  
A rank of 2 indicates that the group(s) has / have a low number of known barriers, but not the lowest, 
compromising HIV prevention. 

 
1 = Lowest number of Known Barriers 
A rank of 1 indicates that the groups(s) has / have the lowest number of known barriers compromising HIV 
prevention.  
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Risk Behaviors & Conditions 
WEIGHT—1.5 

 
 

MULTIPLE RISK FACTORS 
 
 
 
 

RATING  
 
 
 
 
 
 
 
 
 

Member experience and expertise should be 
used rate this factor. 
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Risk Behaviors & Conditions 
WEIGHT—1.5 

 
Certain behaviors and conditions increase an individual’s risk for being infected with HIV or infecting another person 
with HIV.  These factors range from social and contextual issues to behaviors and activities.  Given our goal to 
prioritize population groups based on FUTURE HIV PREVENTION NEEDS, use the following list of risk factors to 
consider a population’s risk for increased HIV infection based on the presence of Multiple Risk Factors.  From this, 
predict what implications these factors have for a population’s future HIV prevention needs.  Because data for these 
factors are limited, member experience and expertise should be used to score this factor. 
 
MULTIPLE RISK FACTORS 

• Limited use of materials to prevent HIV infections (condoms, clean 
syringes / needles, other safer-sex and safer-injection materials) 

• Increased number of high-risk partners 
• Use of alcohol and other non-injection drugs 
• Trading sex or drugs for survival—housing, money, food, etc. 
• High prevalence of STDs  
• Engaging in high-risk behaviors while incarcerated 
• Presence of mental health stressors 
• Poverty 
• History of childhood sexual abuse 
• Victims of Domestic Violence 
• Lack of social support 

 
 
RATING 
Given your experience and expertise, which populations have the highest number of multiple risk factors that 1) 
compromises their ability to reduce their risk for HIV infection and to protect themselves from being infected or 2) puts 
them at the high risk for transmitting infection in the future?   
 
5 = Highest number of Multiple Risk Factors  
A rank of 5 indicates that the group(s) has / have the highest number of multiple risk factors and is at 
highest risk for potential HIV infection in the future OR is at highest risk of transmitting infection in the 
future.   

   
4 = High number of Multiple Risk Factors, but not the highest  
A rank of 4 indicates that the group(s) has / have a high number of multiple risk factors, but not the 
highest, and has a high risk for potential HIV infection in the future OR is at high risk of transmitting 
infection in the future.   

 
3 = Moderate number of Multiple Risk Factors 
A rank of 3 indicates that the group(s) has / have a moderate number of risk factors and has a 
moderate risk for potential HIV infection in the future OR is at moderate risk of transmitting infection 
in the future.   

 
2 = Low number of Multiple Risk Factors, but no the lowest  
A rank of 2 indicates that the group(s) has / have a low number of risk factors, but not the lowest, 
and has a low risk for potential HIV infection in the future OR is at low risk of transmitting infection in 
the future. 

 
1 = Lowest number of Multiple Risk Factors 
A rank of 1 indicates that the groups(s) has / have the lowest number of multiple risk factors and has the lowest risk 
for potential HIV infection in the future OR is at lowest risk of transmitting infection in the future.  
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Behavior Rating 
WEIGHT—1 

 
 
 
 

DATA AVAILABLE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

RATING  
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 Behavior Rating 
WEIGHT—1 

Certain activities and behaviors transmit HIV from one person to another more efficiently than others.  
Riskiness of Behavior data quantify an activity’s / behavior’s risk relative to other high-risk activities / 
behaviors.  Other jurisdiction’s HIV prevention planning groups have identified scales that compare 
riskiness.  Given our goal to prioritize population groups based on FUTURE HIV PREVENTION NEEDS, 
use the data to consider the potential impact HIV can have on the population groups in the future.  From 
this, predict what implications these data have for future HIV prevention needs. 
 
DATA AVAILABLE 

Activity Relative Risk 
Sharing syringes 9 
Unprotected receptive anal intercourse 8 
Unprotected receptive vaginal intercourse 7 
Unprotected anal insertive intercourse 6 
Unprotected insertive vaginal intercourse 5 
Giving unprotected fellatio (giving oral sex to a male) 4 
Giving unprotected cunnilingus (giving oral sex to a female) 3 
Getting unprotect fellatio (Male receiving oral sex) 2 
Getting unprotected cunnilingus (Female receiving oral sex) 1 

 
 

Population Relative Risk 
IDU and MSM / IDU 5 
MSM 4 
HRH Female 3 
HRH Male 2 

 
RATING 
Given the relative risk of certain activities / behaviors for high-risk populations, which populations are at highest risk 
for potential HIV infection in the future OR are at greatest risk of transmitting HIV infection in the future? 
 
5 = At highest risk for infection / transmission  
A rank of 5 indicates that the group(s) is / are at highest risk for potential HIV infection in the future 
OR are at greatest risk of transmitting infection in the future. 

 
4 = At high risk for infection / transmission, but not the highest  
A rank of 4 indicates that the group(s) is / are at high risk for potential HIV infection in the future, but 
not the highest, OR are at high risk of transmitting infection in the future, but not the highest. 

 
3 = At moderate risk for infection / transmission 
A rank of 3 indicates that the group(s) is / are moderate risk for potential HIV infection in the future 
OR are at moderate risk of transmitting infection in the future. 

 
2 = At low risk for infection / transmission, but no the lowest  
A rank of 2 indicates that the group(s) is / are at low risk for potential HIV infection in the future, but 
not the lowest, OR are at low risk of transmitting infection in the future, but not the lowest. 

 
1 = At lowest risk for infection / transmission 
A rank of 1 indicates that the groups(s) is / are at the lowest risk for potential HIV infection in the future OR are at the 
lowest risk of transmitting infection in the future. 
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Estimated Size of High-Risk Population 
WEIGHT—0.5 

 
 

 
 
 

DATA AVAILABLE 
  
 
 
 
 
 
 
 
 

 
RATING  
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Estimated Size of High-Risk Population 
WEIGHT—0.5 

 
The Office of HIV & AIDS estimated the size of populations who are at high-risk for HIV 
infection.  Knowing a population’s size helps us to consider what impact HIV can have 
on a population in the future.  These data also help us consider in which populations 
prevention services can reach the most individuals.  Given our goal to prioritize 
population groups based on FUTURE HIV PREVENTION NEEDS, use these data to 
rank the populations based on size. 
DATA AVAILABLE 
• Estimates of the size of high-risk populations in Rhode Island 

Estimated Size of High-Risk Population 

Population 
# % of total 

population 

MSM 10,073 –30,218 2% - 6% 
IDU 9,434 – 10,483 0.9 – 1.0 %Ω 
Heterosexual 2,606 – 3,474 0.3 – 0.4 %Ω 
PLWHIV/AIDS 2,379 – 2,659 0.23% - 0.25% 

Based on 2002 Census data 
RATING 
Using the data estimates for the size of high-risk populations, what percent does each 
population represent in the total population? 
 
5 = Population represents > 2 % of total population 
A rank of 5 indicates that the group(s) represents / represent more than 2 % of the total 
population.  
4 = Population represents 1.2 – 1.6 % of total population  
A rank of 4 indicates that the group(s) represents / represent between 1.2 and 1.6 % of the total 
population.   
3 = Population represents 0.8 – 1.2 % of total population 
A rank of 3 indicates that the group(s) represents / represent between 0.8 and 1.2 % of the total 
population. 
2 = Population represents 0.4 – 0.8 % of total population 
A rank of 2 indicates that the group(s) represents / represent between 0.4 and 0.8 % of the total 
population. 
1 = Population represents < 0.4 % of total population 
A rank of 1 indicates that the group(s) represents / represent less than 0.4 % of the total 
population. 
 

                                            
Ω Percentage used is based on Chicago data.  The number is based on the population over 13 in RI 
2000 Census (868,725 people over 13). 
Ω

 Percentage used is based on Chicago data.  The number is based on the population over 13 in RI 
2000 Census. 
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Step 4 : Scoring for Populations 
Prioritization  

 
 

A Three Part Process 
 

Individual 
 

And  
 

Small Group  
 

And 
 

Final Population 
Prioritization 
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Step 4 : Scoring for Populations 
Prioritization 

 

1. The scoring is a multiple step process.  
Voting members of the RICPG will 
complete the individual scoring sheets. 

 
2. Everyone will join a small group of no 

more than five members.  In the small 
group, the members will discuss their 
scores and come to consensus.  The  
individual final scores will be averaged 
for the small group score.  A small 
group score sheet will be submitted 
from each group. 

 
3. The small group scores will be collected 

and the scores will be averaged.  From 
this tabulation, the final score will be 
determined. 
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Individual Scoring Instructions 
 

FACTORS 
HIV 

Case 
Data 

AIDS 
Case 
Data 

Known 
Barriers to 

HIV 
Prevention

Risk 
Behaviors 

and 
Conditions

Risk 
Behavior 

Rating 

 
Estimated 

Size of 
Pop. 

 
 
 

SCORES 

 
POPULATIONS 

1 = 3 
2 = 6 
3 = 9 
4 = 12 
5 = 15 

1 = 3 
2 = 6 
3 = 9 
4 = 12 
5 = 15 

1 = 2 
2 = 4 
3 = 6 
4 = 8 
5 = 10 

1 = 1.5 
2 = 3 
3 = 4.5 
4 = 6 
5 = 7.5 
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5 = 5 

1 = 0.5 
2 = 1 
3 = 1.5 
4 = 2 
5 = 2.5 In

di
vi

du
al

 T
ot

al
  S

C
O

R
E 

ID
U

 

 
 
 
 

      

M
SM

 

 
 
 
 
 

      

W
om

en
  

 

 
 
 
 
 

      

YO
U

TH
   

 
 
 
 

      

PL
W

H
IV

/D
o

n’
t K

no
w

  
 
 
 
 
 

      



 193

Scoring Instructions for Populations 
Prioritization  

Individual Scoring Instructions 
 

1. Pull out your score sheet and go back to page 33 to the first factor – 
HIV data. 

 
2. Data and / or equivalent measures are provided for each factor and 

provide information about each population.  Look over the sheets on 
each factor and what is said about each rating. The rating system is 
based on a 5-point scale.  Each rating system number represents a 
different degree of magnitude for each factor, with five (5) having the 
highest magnitude, e.g., “highest” and “most”.   

 
You can assign the same score to more than one population. 

 
3. Using this information, determine a score for each population for 

each factor. Take a look at the next page.  It is your individual score 
sheet.  Look back at the factors and mark you sheet with the rating 
that you think bests represents the issues for each population. 

 
4. A weight has been assigned to each factor to describe its importance 

relative to the other factors.  On the Individual Score Sheets, each 
number in the 5-point scale has been multiplied by the weight of each 
factor.  Your rating (1 – 5) needs to be multiplied by the weight.  It is 
done for you at the top of the page in the yellow score boxes.  After 
determining a rating for each population and factor, enter the 
weighted score into the corresponding box. 

 
5. Add up the weighted scores for each population and enter the total 

score in the green  “Individual Total Score” box on the right hand 
side. 

 
 
 
 

Small Group Scoring Sheet 
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Scoring Instructions for Populations 
Prioritization  

Instructions for Small Group Scoring 
 

 
The goals of the small group scoring session are 1) to build 
consensus around the prioritization process and 2) to come up 
with one final small group score for each population. 
 

1. Choose a facilitator and recorder for the small group.  The 
facilitator will lead the small group through the process and the 
recorder will record the group’s decisions on the Small Group Scoring 
Sheet. 

 
2. Review individual scoring.  THE GOAL IS TO ACHIEVE 

CONSENSUS WITHIN THE SMALL GROUP.   
 

3. After discussing individual scores, average the individual final scores 
for each population to determine a small group score.   

 
Averaging:  the small group adds all individual total scores for each 
population and divides by the number of members of the small group to 
determine an average group score for each population.   
 

 
4. Record the final small group scores for each population on the 

Small Group Scoring Sheet. 
 

5. Make sure everyone signs off on the bottom of the small group score 
sheet. Keep your individual score sheet for your records and to 
compare with the Final Score Sheet. 
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Final Population Prioritization 
 

POPULATIONS 

 
 

1 Small 
Group 

Average 

 
 

2 Small 
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3 Small 
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Scoring Instructions for Populations 
Prioritization 

 
Final Population Prioritization 

 
 
The small group scores will be posted.   
 
The small group scores will be tallied. 
 
The final RICPG population prioritization 
will be determined by averaging the scores 
from the small groups. 
 
 
Write in the small group Average Scores 
and the final scores here. 
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Rhode Island Community Planning Group  
For HIV Prevention  
 

     
 

 

 
 
 

 
Welcome to Intervention Priority 

Setting 
 with the  

Rhode Island Community Planning 
Group for HIV Prevention 

 
June 2003 

Adapted for the Chicago Community Planning Group 
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Introduction 
 
In this section of the workbook, we are going to answer the questions 
 

• Why is setting priorities for 
interventions important? 

• How can we set priorities in a fair and 
knowledgeable way? 

 
And consider the following questions: 
 
What is a best practice? 
 
What types of interventions are there? 
 
What criteria should the RIPCG use to 
prioritize the interventions? 
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Rhode Island Community Planning Group for HIV 
Prevention 

Setting Intervention Priorities 
 
 

Introduction 
 

In this section the RICPG will determine the best interventions for each priority 
population/behavior. 

 
Why is setting priorities for interventions important? 
Setting intervention priorities is an important next step in directing future resources to 
the people most at risk for HIV infections.  Like setting population/behaviors priorities, it 
can be a complex and challenging undertaking, but remember we share the same goal 
of trying to decease the number of new HIV infections in all Rhode Islanders.  Making 
decision on the interventions that most effectively reach our priority 
populations/behavior can help us achieve lower future infection rates. 
 
How can we set priorities in a fair and knowledgeable way? 
Like setting priority populations/behavior, the RICPG needs a solid, practical, fair, and 
objective method of going about it.  If knowledge is power, every member needs to be 
informed about the science of HIV prevention and what interventions have been shown 
to be effective.   The next pages will tell you about effective interventions.   
 
Consider the following questions: 
 
What is a best practice? 
 
What types of interventions are there? 
 
What criteria should the RIPCG use to prioritize the interventions? 
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Step One: What is 
a best practice? 
 
 

1. Intervention need to be clearly 
defined 

2. Interventions can be 
duplicated and maintain fidelity 
across sites 

3. Interventions are stable over 
time 

4. Interventions provide 
sufficient reach 

5. Interventions provide 
sufficient dosage 

6. Interventions obtainable data 
that can improve the program. 
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Step One: What is a best practice? 
Interventions must meet certain criteria in order to be considered best practices. For 
example consider the following: 
 
1. Intervention need to be clearly defined: A clearly defined intervention that is 

selected because it is a proven method for meeting the needs of the population/risk-
behavior.  The model is science-based and can be adapted to local communities. The 
intervention can clearly show how it was selected and how it will address the needs.  
The expected outcomes will lead to a decline in HIV infection. 

 
2. Interventions can be duplicated and maintain fidelity across sites: The 

intervention needs a history of having been used consistently in several sites.  There 
needs to be information about the steps the project staff can take to assure the fidelity 
to the model.  Good models have plans for training staff. 

 
3. Stability Over Time: The intervention should structure activities in a timely, 

accurate and consistent manner.  The sequence of recruitment, client and group 
activities, and follow up follow a sequence that makes sense.  The RICPG member 
experience and expertise should be used to score this factor. 

 
4. Sufficient Reach: Interventions should be able to reach the populations that it is 

targeting with culturally, ethnically and linguistically appropriate activities.  The 
intervention demonstrates an understanding of the population and/or the risk 
behavior targeted. The RICPG member experience and expertise should be used to 
score this factor. 

5. Sufficient Dosage: The intervention provides a sufficient exposure to the activities to 
result in the intended outcomes.  Interventions with limited client contact are less likely 
to result in measurable outcomes.  The RICPG member experience and expertise 
should be used to score this factor. 

6. Obtainable Data: Intervention should have opportunities to measure client response 
to the activities.  Data collection methods and tools are important to proving an 
intervention is effectives. 

 
There are several CDC documents that tell RICPG members more about best practices.   
• Compendium of HIV Prevention Interventions with Evidence of Effectiveness, CDC's HIV/AIDS 

Prevention Research Synthesis Project, November 1999 available at cdc.gov/hivprevresearch.htm 
• Bright Ideas 2001: Innovative or Promising Practices in HIV Prevention and HIV Prevention 

Community Planning, Second Edition, March 2001 available at cdc.gov/hiv/pubs/brightideas.  
 
• Revised guidelines for HIV Counseling, Testing and Referral Standard and Guidelines 2001 are 

available  at http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5019a1.htm. 

There are two major types of 
interventions. 
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RECRUITMENT 
INTERVENTIONS 

(Completes the Pyramid) 
 
 

 
 
Focused Interventions 

(The Foundation) 
 
 
Step 2:  What types of interventions are 
there? 
 
The CDC has established general categories of 
interventions that they fund with HIV Prevention 
resources.  Consider the following intervention 
categories and minimum criteria. 
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Recruitment Interventions are used to 
move clients into one or more of the Focused 
Interventions.  Like the tip of the pyramid it 
completes the total form, but it needs a good 
foundation to stand. 
 
Focused Interventions are used to change 
behavior, attitudes, beliefs, and increase knowledge 
of the target population.  The focused interventions 
form the foundation of good programming. 
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RECRUITMENT 

INTERVENTIONS 
 

Outreach 
 

Health Communication / 
Public Information 

(HC/PI) 
 

Community Level / 
Social Marketing 

(CL/SM) 
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RECRUITMENT 
INTERVENTIONS 

Minimum Criteria Currently 
Funded 

Outreach Face-to-face encounters with 
high risk populations where the 
population can be found or is 
known to frequent. Peer 
Opinion leaders offer testing 
services and distribute 
educational materials and 
provide referrals. 
 

Yes 

Health 
Communication 
/ Public 
Information 
(HC/PI) 

The use of electronic, print, 
television, radio media, 
educational forums, hotlines 
and/or clearing houses to 
deliver prevention messages. 
Social networks within the 
community are used 
consistently to deliver 
messages 
 

Hotline 

Community 
Level / Social 
Marketing 
(CL/SM) 

Health communications that 
aim to reduce high-risk 
behavior by changing 
community norms and beliefs 
through community forums,  
public service announcements, 
and community events. 
 

No 
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FOCUSED 
INTERVENTIONS 

Individual Level (ILI) 
 

Group Level (GLI) 
 

Prevention Case Management 
(PCM) 

 
HIV Counseling, Testing and 

Referral (CTR) 
 

Needle Exchange (NEP) 
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FOCUSED 
INTERVENTION
S 

Minimum Criteria Currently 
Funded 

Individual Level 
(ILI) 

One-on-one health education and risk 
reduction counseling sessions. On-going 
multiple sessions focus on skills building 
and developing a risk reduction plan for 
behavior change, and provide referrals. 
 

Yes 

Group Level 
(GLI) 

Multiple health education and risk 
reduction sessions with a group of 2 or 
more persons. Some groups have a Peer 
Opinion Leader to facilitate. Groups have a 
formal clearly defined curriculum that 
focuses on skill building. 
 

Yes 

Prevention Case 
Management 
(PCM) 

A hybrid of HIV risk reduction counseling 
and traditional case management that is 
intensive, one-on-one, and on-going. Case 
managers address multiple and complex 
issues (i.e. substance use, mental health, 
homelessness, etc.). Case managers assist 
clients in developing plan for behavior 
change tracking and follow-up. Referrals 
are also provided. 
 

No case 
management 
services 
available for 
high risk people 
who are HIV 
negative. 
 
HIV Case 
Management is 
offered to 
people living 
with HIV 
through Ryan 
White services. 

HIV Counseling, 
Testing and 
Referral (CTR) 

One-on-one counseling sessions that 
identify risk behaviors, encourage clients 
to be tested for HIV, support clients to 
receive results, and counseling to manage 
test results. Counselor assists the client in 
developing a risk reduction plan. Referrals 
provided. 

Yes 

Needle Exchange 
(NEP) 

A Face-to-face outreach encounter with 
high-risk populations where clients can 
exchange syringes and other 
paraphernalia.  
 
Peer Opinion leaders and others conduct 
harm reduction counseling and appropriate 
referrals.  

Yes. Syringe 
exchange is 
funded by state 
dollars only. 
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Step 3: What criteria should the RIPCG 
use to prioritize the interventions? 

Criteria 
A High Priority Need is Addressed. 
 
Efficacy and Effectiveness shows 
that it works. 
 
Practical and Workable in Rhode 
Island  
 
Appropriate and consistent with 
community norms and values of 
the target population. 
 
Evaluation can take place. 
 
Addresses other Contributing 
Issues (e.g. substance abuse, 
poverty, homelessness, etc.) 
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Step 3: What criteria should the RIPCG use to prioritize the 
interventions? 
 
The following criteria were selected to use for Intervention Prioritization. Definitions for 
the criteria are provided.  
 
Criteria Definition 

 
A High Priority Need is 
Addressed. 

The intervention addresses a high priority need 
given epidemiologic data, needs assessment data, 
and other relevant data. 
 

Efficacy and Effectiveness 
shows that it works. 

The intervention is based on and supported by 
behavioral and/or social science theory. There are 
indicators that the intervention is effective or might 
be effective in averting or reducing high-risk 
behaviors of the population. 
 

Practical and Workable in 
Rhode Island  

The intervention is practical and workable given 
the availability of resources, expertise, funding, 
and the capacity to implement. The intervention 
can be sustained over time. 
 

Appropriate and consistent with 
community norms and values of 
the target population. 

The methods of delivery and curriculum content 
are appropriate for the population being targeted.  
The intervention is offered in the language of the 
target population and is culturally appropriate. 
 

Evaluation can take place. The intervention has a measurable outcome. The 
extent to which an intervention can demonstrate 
effectiveness (i.e. changes in behavior attitude, 
knowledge, beliefs) in the target population. 
 

Addresses other Contributing 
Issues (e.g. substance abuse, 
poverty, homelessness, etc.) 

Intervention components address other areas that 
may contribute to increased risk of HIV 
transmission (e.g. substance use recovery, mental 
health, etc.). 

 
 



 211

Step 4: Determine the weight and rating of 
the criteria 
 

 
 
 

Individual Rankings 
 
Criteria Rating 5 (MOST Important) to 

1 (LESS important) 
 

 5 4 3 2 1 Total 
Scor

e 
High Priority Need  

 
 

     

Efficacy and 
Effectiveness 

      

Practical  
 

      

Appropriate 
 

      

Can be Evaluated 
 

      

Addresses Other 
Issues 
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Step 4: Determine the weight and rating of the criteria 
 
Each criteria needs to have a rating scale 1-5.  The scales will help you determine the 
intervention most important for each of the priority populations/behaviors.   
 
Each criteria is listed below.  Assign a weight for each criteria. The rate that you assign a 
criteria will be multiplied by the weight. The weights signify the relative importance of the 
factors. 

Weighting System for Intervention Criteria 

 
Steps in Determining Criteria Weights 

1. RICPG individually rank each criteria on a predetermined scale (e.g. 5-being the 
most important, 1 –being less important) 

 
2. Calculate Total Scores for each criteria by adding each score. 

 
Individual Rankings 
   

3. Calculate the Average Score = Total Score 
    Number of members  
 

4.  Calculate the Weight (% of the total scores) = Sum of Averaged Scores 
                Sum of all Criteria Scores  
 

Criteria Rating 5 (MOST Important) to  1 (LESS important) 
 

 5 4 3 2 1 Total 
Score 

High Priority Need 
 
Efficacy and 
Effectiveness 
 
Practical  
 

Appropriate 
 
Can be Evaluated 
 
Addresses Other Issues 
 

 

Place your responses on 
the other page. 
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Step 5: Scoring the Interventions 
 

A Three Part Process 
 

Individual 
 

And  
 

Small Group  
 

And 
 

Final Population 
Prioritization 
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Step 5: Scoring the Interventions 
 

1. The scoring is a multiple step 
process.  Voting members of the 
RICPG will complete the individual 
scoring sheets for each priority 
population/behavior. 

 
2. Everyone will join a small group of 

no more than five members.  In the 
small group, the members will discuss 
their scores and come to consensus.  
The individual final scores will be 
averaged for the small group score.  A 
small group score sheet will be 
submitted from each group. 

 
3. The small group scores will be 

collected and the scores will be 
averaged.  From this tabulation, the 
final score will be determined. 
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Sample Scoring Sheet 

Criteria 
High 

Priority 
Need 

Efficacy/ 
Effective-
ness 

Practical Appropriat
e  

Can be 
Evaluated 

Addresses 
other 

Contributing 
Issues 

Place the 
Weights Here 

 
                              

 
 
 

  
 

 
 

 
 

 
 

TO
TA

L 
SC

O
R

E 

 
Sample Scoring Sheet INTERVENTIONS 

 
INDIVIDUAL 
LEVEL  (ILI) 
 

      

 

GROUP LEVEL 
(GLI) 

 

 
 
 

      

PREVENTION 
CASE 

MANAGEMENT 
(PCM) 

 
 
 

      

NEEDLE 
EXCHANGE 

PROGRAM (NEP) 

 
 
 
 

      

HIV 
PREVENTION 
COUNSELING, 

TESTING, 
REFERRAL 

(CTR) 

       

TARGETED 
OUTREACH 
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Individual Scoring Instructions 
 

6. Criteria are provided for each intervention.  Look over the 
pages. The rating system is based on a 5-point scale.  Each 
rating system number represents a different degree of 
magnitude for each criteria, with five (5) being the most 
important, e.g., “highest” and “most”.   

 
You can assign the same score to more than one intervention. 

 
7. Using this information, determine an  intervention score for 

each population/behavior. Take a look at the page to your 
left.  It is an example of the individual score sheet for each 
population/behavior.  You will be completing a score sheet for 
each priority behavior/population.  Look back at the factors and 
mark your sheet with the rating that you think best represents 
the issues for each behavior/population.  The individual score 
sheets for each intervention are located at the end of the 
workbook. 

 
8. The members have determined the weight assigned to each 

factor to describe its importance relative to the other factors.  
On the Individual Score Sheets, each number in the five point 
scale needs to be multiplied by the weight of each factor.  Your 
rating (1 – 5) needs to be multiplied by the weight.  Place the 
weights in each box.  After determining a rating for each 
population and factor, multiple it by the weight score.  Place 
the final score into the corresponding box. 

 
9. Add up the weighted scores for each population and enter 

the total score in the orange  “Individual Total Score” box on 
the right hand side. 
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Small Group Scoring Sheet 
 

 
 
 

 
INTERVENTION 

 
IDU MSM Women Youth 

 
Don’t Know 

Status 

INDIVIDUAL 
LEVEL  (ILI) 
 

     

GROUP LEVEL 
(GLI) 

 

 
 
 

    

PREVENTION 
CASE 

MANAGEMENT 
(PCM) 

 
 
 

    

NEEDLE 
EXCHANGE 
PROGRAM 

(NEP) 

 
 
 
 

    

HIV 
PREVENTION 
COUNSELING, 

TESTING, 
REFERRAL 

(CTR) 

     

TARGETED 
OUTREACH 
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Scoring Instructions for Populations 
Prioritization  

Instructions for Small Group Scoring 
 

 
The goals of the small group scoring session are 1) to build 
consensus around the prioritization process and 2) to come up with 
one final small group score for each population. 
 
Choose a facilitator and recorder for the small group.  The facilitator will lead the small 
group through the process and the recorder will record the group’s decisions on the Small 
Group Scoring Sheet. 
 
Review individual scoring.  THE GOAL IS TO ACHIEVE CONSENSUS WITHIN THE 
SMALL GROUP.   
 
After discussing individual scores, average the individual final scores for 
interventions for each priority behavior/population to determine a small group 
score.   

 
Averaging:  the small group adds all individual total scores for interventions for 

each priority behavior/population and divides by the number of members of 
the small group to determine an average group score for each population.   

 
Record the final small group scores interventions for each priority behavior/population 
on the Small Group Scoring Sheets. 

 
Make sure everyone signs off on the bottom of the small group score sheets. Keep your 
individual score sheet for your records and to compare with the Final Score Sheet. 
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Final Intervention Prioritization 

INTERVENTIONS 
 IDU MSM Women Youth 

 
Don’t 
Know 
Statue 

INDIVIDUAL 
LEVEL  (ILI) 
 

     

GROUP LEVEL 
(GLI) 

 

 
 
 

    

PREVENTION 
CASE 

MANAGEMENT 
(PCM) 

 
 
 

    

NEEDLE 
EXCHANGE 

PROGRAM (NEP) 

 
 
 
 

    

HIV PREVENTION 
COUNSELING, 

TESTING, 
REFERRAL (CTR) 

     

TARGETED 
OUTREACH 
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Scoring Instructions for 
Intervention Prioritization 

 
Final Intervention Prioritization 

 
 
The small group scores will be posted.   
 
The small group scores will be tallied. 
 
The final RICPG intervention prioritization will 
be determined by averaging the scores from 
the small groups. 
 
 
Write in the small group Average Scores and 
the final scores here. 
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Injecting Drug Users 
 
 

Criteria 
High 

Priority 
Need 

Efficacy/ 
Effectiv
eness 

Practi
cal 

Approp
riate  

Can be 
Evalua

ted 

Addres
ses 

other 
Contrib

uting 
Issues 

Place the 
Weights Here    

 
                            

      

TO
TA

L 
SC

O
R

E 

 
IDU INTERVENTIONS 

 
INDIVIDUAL 
LEVEL  (ILI) 
 

      

 

GROUP LEVEL 
(GLI) 

 

 
 
 

      

PREVENTION 
CASE 

MANAGEMEN
T (PCM) 

 
 
 

      

NEEDLE 
EXCHANGE 
PROGRAM 

(NEP) 

 
 
 
 

      

HIV 
PREVENTION 
COUNSELING, 

TESTING, 
REFERRAL 

(CTR) 

       

TARGETED 
OUTREACH 
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Men Having Sex with Men and Men having Sex with Men and Women 

Criteria 
High 

Priority 
Need 

Efficacy/ 
Effectiveness 

Practical Appropriate  
Can be 

Evaluated 

Addresses 
other 

Contributing 
Issues 

Place the 
Weights Here    

 
                            

      

TO
TA

L 
SC

O
R

E 

 
MSM INTERVENTIONS 

 
INDIVIDUAL 
LEVEL  (ILI) 
 

      

 

GROUP LEVEL 
(GLI) 

 

 
 
 

      

PREVENTION 
CASE 

MANAGEMENT 
(PCM) 

 
 
 

      

NEEDLE 
EXCHANGE 
PROGRAM 

(NEP) 

 
 
 
 

      

HIV 
PREVENTION 
COUNSELING, 

TESTING, 
REFERRAL 

(CTR) 

       

TARGETED 
OUTREACH 
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Women 

Criteria 
High 

Priority 
Need 

Efficacy/ 
Effectiv
eness 

Practi
cal 

Approp
riate  

Can be 
Evalua

ted 

Addres
ses 

other 
Contrib

uting 
Issues 

Place the 
Weights Here    

 
                            

      

TO
TA

L 
SC

O
R

E 

 
Women INTERVENTIONS 

 
INDIVIDUAL 
LEVEL  (ILI) 
 

      

 

GROUP LEVEL 
(GLI) 

 

 
 
 

      

PREVENTION 
CASE 

MANAGEMEN
T (PCM) 

 
 
 

      

NEEDLE 
EXCHANGE 
PROGRAM 

(NEP) 

 
 
 
 

      

HIV 
PREVENTION 
COUNSELING, 

TESTING, 
REFERRAL 

(CTR) 

       

TARGETED 
OUTREACH 
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Youth 

Criteria 
High 

Priority 
Need 

Efficacy/ 
Effectiv
eness 

Practi
cal 

Approp
riate  

Can be 
Evalua

ted 

Addres
ses 

other 
Contrib

uting 
Issues 

Place the 
Weights Here    

 
                            

      

TO
TA

L 
SC

O
R

E 

 
Youth INTERVENTIONS 

 
INDIVIDUAL 
LEVEL  (ILI) 
 

      

 

GROUP LEVEL 
(GLI) 

 

 
 
 

      

PREVENTION 
CASE 

MANAGEMEN
T (PCM) 

 
 
 

      

NEEDLE 
EXCHANGE 
PROGRAM 

(NEP) 

 
 
 
 

      

HIV 
PREVENTION 
COUNSELING, 

TESTING, 
REFERRAL 

(CTR) 

       

TARGETED 
OUTREACH 
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Don’t Know Their Status 
 
 

Criteria 
High 

Priority 
Need 

Efficacy/ 
Effectiv
eness 

Practi
cal 

Approp
riate  

Can be 
Evalua

ted 

Addres
ses 

other 
Contrib

uting 
Issues 

 
Place the 

Weights Here    
 

                            

      

TO
TA

L 
SC

O
R

E 

 
Don’t Know Their Status INTERVENTIONS 

 
INDIVIDUAL 
LEVEL  (ILI) 
 

      

 

GROUP LEVEL 
(GLI) 

 

 
 
 

      

PREVENTION 
CASE 

MANAGEMEN
T (PCM) 

 
 
 

      

NEEDLE 
EXCHANGE 
PROGRAM 

(NEP) 

 
 
 
 

      

HIV 
PREVENTION 
COUNSELING, 

TESTING, 
REFERRAL 

(CTR) 

       

TARGETED 
OUTREACH 
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Appendix H: ENCORE and CTR 
Report 
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ENCORE SUMMARY 
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ENCORE 
Summary of Results1 

 
 Collectively, injection drug use is the most common mode of exposure to 

HIV/AIDS in Rhode Island at 43% compared to the national average of 21%.   
  

 The number of new ENCORE enrollees and ENCORE visits has 
decreased since the change in legislation rendering it legal to purchase 
syringes from the pharmacies.  At the same time, the proportion of ENCORE 
participants who exchanged greater numbers of needles increased 
significantly (In 2002, 25% of the participants exchanged 50 needles or more 
while only 3% exchanged 50 needles or more in 1998.) 
  

 Most ENCORE participants are between the ages of 18 and 45, are white 
and heterosexual.  The average age when they started injecting drugs was 
23.  The ENCORE population overwhelmingly uses heroin.   
  

 The data show that people of color (African American and Hispanic 
according to available data), continue to be disproportionately affected more 
by IDU-associated AIDS infections.   
  

 New ENCORE participants mostly hear about the program through their 
friends.    
  

 There is no significant change in drug use behavior from new ENCORE 
participants compared to participants who have been using the program at 
least 30 days.  This may be due to insufficient time to measure behavioral 
changes as well as a selection bias.  The follow-up survey participants may 
reflect only the population that continues to use the program through 
continued drug use while others may be in recovery programs. 
  

 Sharing behaviors among follow-up survey participants were greatly 
reduced compared to new ENCORE participants.  Slightly more than half 
(52%) new ENCORE enrollees report not sharing syringes with others in the 
past 30 days while 70% of follow-up ENCORE participants report not sharing 
syringes in the past 30 days. 
  

 One of the most blatant changes in behavior is noticeable in where follow-
up ENCORE participants obtain most of their syringes and where they 
dispose of their syringes.  About 68% of follow-up ENCORE participants get 
their syringes from ENCORE while most new participants may have bought 
syringes from a pharmacy (20%), bought from someone else (32%), given 
free from someone else (25%), or given free from an ENCORE participant 
(12%).  Again, many new ENCORE participants (59%) throw their used 
needles in the trash and only 19% gave them to someone to bring to 

                                            
1 A copy of the full report is available by request to LucilleM@doh.state.ri.us 
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ENCORE.  On the other hand, 65% of follow-up participants bring their used 
needles back to ENCORE and only 18% throw in the trash. 
  

 The data also show a slight increase in the proportions of follow-up 
participants (25% as opposed to the former 18% of new ENCORE 
participants) who are enrolled in a drug treatment program.   
  

 A large proportion of ENCORE participants (73%) of new and 72% of 
follow-up have been tested for Hepatitis in the past year, or since enrolling in 
the ENCORE program respectively.  Almost 80% of new enrollees have been 
tested for HIV in the last year with 78% of follow-up participants who have 
been tested since enrollment. 
  

 A large proportion of ENCORE participants have a primary sexual partner 
(77% of females and 64% of males).  Only 48% of females and 43% of males 
use a condom or female condom with their main sexual partner, however.   
 

 ENCORE participants find that HIV, hepatitis, and other disease education 
were the most helpful service ENCORE provides other than needles 
exchange.   
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�(s16.6H�(s3B�  
                                                     TESTS AND POSITIVE TESTS 
                               BY DEMOGRAPHICS, SITE TYPE, TEST TYPE, AND PREVIOUS TEST - 09/24/2003 
                                                         CTS 2002 Report  
 
 
                                                                        POSITIVE          % OF         % OF     
                                                        TESTS             TESTS           TOTAL        TOTAL    
                                                         No.           No.   ( % )        TESTS      POSITIVE   
                   -------------------------------------------------------------------------------------------  
                    MALE                                2046            17   (  1)        ( 68)        ( 89) 
                    FEMALE                               927             2   (  0)        ( 31)        ( 11) 
                    NOT SPECIFIED                         44             0   (  0)        (  1)        (  0) 
 
                    TOTAL                               3017            19   (  1)        (100)        (100) 
                   -------------------------------------------------------------------------------------------  
                    WHITE                               1344             9   (  1)        ( 45)        ( 47) 
                    BLACK                                730             7   (  1)        ( 24)        ( 37) 
                    HISPANIC                             763             3   (  0)        ( 25)        ( 16) 
                    ASIAN/PACIFIC ISLANDER                92             0   (  0)        (  3)        (  0) 
                    AM INDIAN/AK NATIVE                   36             0   (  0)        (  1)        (  0) 
                    OTHER                                 23             0   (  0)        (  1)        (  0) 
                    UNDETERMINED                           6             0   (  0)        (  0)        (  0) 
                    NOT SPECIFIED                         23             0   (  0)        (  1)        (  0) 
 
                    TOTAL                               3017            19   (  1)        (100)        (100) 
                   -------------------------------------------------------------------------------------------  
                    < 5                                    0             0   (  .)        (  0)        (  0) 
                    5-12                                   1             0   (  0)        (  0)        (  0) 
                    13-19                                384             2   (  1)        ( 13)        ( 11) 
                    20-29                               1410             7   (  0)        ( 47)        ( 37) 
                    30-39                                668             5   (  1)        ( 22)        ( 26) 
                    40-49                                361             4   (  1)        ( 12)        ( 21) 
                    >= 50                                174             1   (  1)        (  6)        (  5) 
                    UNKNOWN                                0             0   (  .)        (  0)        (  0) 
                    NOT SPECIFIED                         19             0   (  0)        (  1)        (  0) 
 
                    TOTAL                               3017            19   (  1)        (100)        (100) 
                   -------------------------------------------------------------------------------------------  
                    MSM IDU                                8             1   ( 13)        (  0)        (  5) 
                    MSM                                  333             7   (  2)        ( 11)        ( 37) 
                    HETEROSEXUAL IDU                     134             1   (  1)        (  4)        (  5) 
                    SEX PARTNER AT RISK                  168             3   (  2)        (  6)        ( 16) 
                    CHILD OF HIV+ WOMAN                    0             0   (  .)        (  0)        (  0) 
                    STD DIAGNOSIS                        744             4   (  1)        ( 25)        ( 21) 
                    SEX FOR DRUGS/MONEY                   14             0   (  0)        (  0)        (  0) 
                    SEX WHILE USING DRUGS                 68             0   (  0)        (  2)        (  0) 
                    HEM/BLOOD RECIPIENT                    1             0   (  0)        (  0)        (  0) 
                    VICTIM SEXUAL ASSAULT                  6             0   (  0)        (  0)        (  0) 
                    HEALTH CARE EXPOSURE                   2             0   (  0)        (  0)        (  0) 
                    NO ACKNOWLEDGED RISK                 131             1   (  1)        (  4)        (  5) 
                    HETERO, NO OTHER RISK               1345             2   (  0)        ( 45)        ( 11) 
                    OTHER                                 50             0   (  0)        (  2)        (  0) 
                    NOT SPECIFIED                         13             0   (  0)        (  0)        (  0) 
 
                    TOTAL                               3017            19   (  1)        (100)        (100) 
                   -------------------------------------------------------------------------------------------  
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                                                     TESTS AND POSITIVE TESTS 
                               BY DEMOGRAPHICS, SITE TYPE, TEST TYPE, AND PREVIOUS TEST - 09/24/2003 
                                                         CTS 2002 Report  
 
 
                                                                        POSITIVE          % OF         % OF     
                                                        TESTS             TESTS           TOTAL        TOTAL    
                                                         No.           No.   ( % )        TESTS      POSITIVE   
                   -------------------------------------------------------------------------------------------  
                    NO INSURANCE                        1983            12   (  1)        ( 66)        ( 63) 
                    SELF INSURED                         126             3   (  2)        (  4)        ( 16) 
                    PUBLIC ASSISTANCE                    195             1   (  1)        (  6)        (  5) 
                    MILITARY/VA                            8             0   (  0)        (  0)        (  0) 
                    EMPLOYER INSURED                     619             3   (  0)        ( 21)        ( 16) 
                    NOT SPECIFIED                         86             0   (  0)        (  3)        (  0) 
 
                    TOTAL                               3017            19   (  1)        (100)        (100) 
                   -------------------------------------------------------------------------------------------  
                    HIV CTS                              383             6   (  2)        ( 13)        ( 32) 
                    STD                                 2236            10   (  0)        ( 74)        ( 53) 
                    DRUG TREATMENT                         0             0   (  .)        (  0)        (  0) 
                    FAMILY PLANNING                        0             0   (  .)        (  0)        (  0) 
                    PRENATAL/OB                            0             0   (  .)        (  0)        (  0) 
                    TB                                     0             0   (  .)        (  0)        (  0) 
                    CHC/PHC                              335             2   (  1)        ( 11)        ( 11) 
                    PRISON/JAIL                            0             0   (  .)        (  0)        (  0) 
                    HOSPITAL/PMD                          58             1   (  2)        (  2)        (  5) 
                    FIELD VISIT                            0             0   (  .)        (  0)        (  0) 
                    OTHER                                  1             0   (  0)        (  0)        (  0) 
                    NOT SPECIFIED                          4             0   (  0)        (  0)        (  0) 
 
                    TOTAL                               3017            19   (  1)        (100)        (100) 
                   -------------------------------------------------------------------------------------------  
                    ANONYMOUS                            735             9   (  1)        ( 24)        ( 47) 
                    CONFIDENTIAL                        2260            10   (  0)        ( 75)        ( 53) 
                    NOT SPECIFIED                         22             0   (  0)        (  1)        (  0) 
 
                    TOTAL                               3017            19   (  1)        (100)        (100) 
                   -------------------------------------------------------------------------------------------  
                    NO PREVIOUS TEST                     937             7   (  1)        ( 31)        ( 37) 
                    PREVIOUSLY NEGATIVE                 1982            11   (  1)        ( 66)        ( 58) 
                    PREVIOUSLY POSITIVE                    2             1   ( 50)        (  0)        (  5) 
                    PREVIOUSLY INCONCLUSIVE                2             0   (  0)        (  0)        (  0) 
                    PREVIOUSLY UNKNOWN                    84             0   (  0)        (  3)        (  0) 
                    NOT SPECIFIED                         10             0   (  0)        (  0)        (  0) 
 
                    TOTAL                               3017            19   (  1)        (100)        (100) 
                   -------------------------------------------------------------------------------------------  
�  
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�  
                                                     TESTS AND POSITIVE TESTS 
                                         BY AGE GROUP, RACE/ETHNICITY, AND SEX - 09/24/2003 
                                                         CTS 2002 Report  
 
 
                                                 MALE                        FEMALE                        TOTAL          
                                         TESTS       POSITIVE         TESTS       POSITIVE         TESTS       POSITIVE   
                                          No.       No.  ( % )         No.       No.  ( % )         No.       No.  ( % )  
        -----------------------------------------------------------------------------------------------------------------  
 
         < 5  
 
           WHITE                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
           BLACK                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
           HISPANIC                         0         0  (  .)           0         0  (  .)           0         0  (  .) 
           ASIAN/PACIFIC ISLANDER           0         0  (  .)           0         0  (  .)           0         0  (  .) 
           AM INDIAN/AK NATIVE              0         0  (  .)           0         0  (  .)           0         0  (  .) 
           OTHER                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
           UNDETERMINED                     0         0  (  .)           0         0  (  .)           0         0  (  .) 
           NOT SPECIFIED                    0         0  (  .)           0         0  (  .)           0         0  (  .) 
           TOTAL                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
 
         5-12  
 
           WHITE                            0         0  (  .)           1         0  (  0)           1         0  (  0) 
           BLACK                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
           HISPANIC                         0         0  (  .)           0         0  (  .)           0         0  (  .) 
           ASIAN/PACIFIC ISLANDER           0         0  (  .)           0         0  (  .)           0         0  (  .) 
           AM INDIAN/AK NATIVE              0         0  (  .)           0         0  (  .)           0         0  (  .) 
           OTHER                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
           UNDETERMINED                     0         0  (  .)           0         0  (  .)           0         0  (  .) 
           NOT SPECIFIED                    0         0  (  .)           0         0  (  .)           0         0  (  .) 
           TOTAL                            0         0  (  .)           1         0  (  0)           1         0  (  0) 
 
         13-19  
 
           WHITE                           68         1  (  1)          61         0  (  0)         129         1  (  1) 
           BLACK                           64         0  (  0)          40         0  (  0)         104         0  (  0) 
           HISPANIC                        74         0  (  0)          47         1  (  2)         121         1  (  1) 
           ASIAN/PACIFIC ISLANDER           3         0  (  0)          14         0  (  0)          17         0  (  0) 
           AM INDIAN/AK NATIVE              2         0  (  0)           7         0  (  0)           9         0  (  0) 
           OTHER                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
           UNDETERMINED                     1         0  (  0)           0         0  (  .)           1         0  (  0) 
           NOT SPECIFIED                    0         0  (  .)           0         0  (  .)           0         0  (  .) 
           TOTAL                          212         1  (  0)         169         1  (  1)         381         2  (  1) 
 
         20-29  
 
           WHITE                          327         6  (  2)         225         0  (  0)         552         6  (  1) 
           BLACK                          267         1  (  0)         110         0  (  0)         377         1  (  0) 
           HISPANIC                       290         0  (  0)          91         0  (  0)         381         0  (  0) 
           ASIAN/PACIFIC ISLANDER          28         0  (  0)          20         0  (  0)          48         0  (  0) 
           AM INDIAN/AK NATIVE             14         0  (  0)           4         0  (  0)          18         0  (  0) 
           OTHER                            9         0  (  0)           6         0  (  0)          15         0  (  0) 
           UNDETERMINED                     3         0  (  0)           1         0  (  0)           4         0  (  0) 
           NOT SPECIFIED                    2         0  (  0)           0         0  (  .)           2         0  (  0) 
           TOTAL                          940         7  (  1)         457         0  (  0)        1397         7  (  1)
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                                                     TESTS AND POSITIVE TESTS 
                                         BY AGE GROUP, RACE/ETHNICITY, AND SEX - 09/24/2003 
                                                         CTS 2002 Report  
 
 
                                                 MALE                        FEMALE                        TOTAL          
                                         TESTS       POSITIVE         TESTS       POSITIVE         TESTS       POSITIVE   
                                          No.       No.  ( % )         No.       No.  ( % )         No.       No.  ( % )  
        -----------------------------------------------------------------------------------------------------------------  
 
         30-39  
 
           WHITE                          241         1  (  0)          72         0  (  0)         313         1  (  0) 
           BLACK                          105         3  (  3)          37         1  (  3)         142         4  (  3) 
           HISPANIC                       137         0  (  0)          33         0  (  0)         170         0  (  0) 
           ASIAN/PACIFIC ISLANDER          14         0  (  0)           4         0  (  0)          18         0  (  0) 
           AM INDIAN/AK NATIVE              1         0  (  0)           6         0  (  0)           7         0  (  0) 
           OTHER                            3         0  (  0)           0         0  (  .)           3         0  (  0) 
           UNDETERMINED                     0         0  (  .)           0         0  (  .)           0         0  (  .) 
           NOT SPECIFIED                    1         0  (  0)           0         0  (  .)           1         0  (  0) 
           TOTAL                          502         4  (  1)         152         1  (  1)         654         5  (  1) 
 
         40-49  
 
           WHITE                          147         0  (  0)          57         0  (  0)         204         0  (  0) 
           BLACK                           56         2  (  4)          23         0  (  0)          79         2  (  3) 
           HISPANIC                        27         2  (  7)          31         0  (  0)          58         2  (  3) 
           ASIAN/PACIFIC ISLANDER           1         0  (  0)           1         0  (  0)           2         0  (  0) 
           AM INDIAN/AK NATIVE              1         0  (  0)           1         0  (  0)           2         0  (  0) 
           OTHER                            3         0  (  0)           1         0  (  0)           4         0  (  0) 
           UNDETERMINED                     0         0  (  .)           0         0  (  .)           0         0  (  .) 
           NOT SPECIFIED                    2         0  (  0)           1         0  (  0)           3         0  (  0) 
           TOTAL                          237         4  (  2)         115         0  (  0)         352         4  (  1) 
 
         >= 50  
 
           WHITE                          102         1  (  1)          18         0  (  0)         120         1  (  1) 
           BLACK                           14         0  (  0)           5         0  (  0)          19         0  (  0) 
           HISPANIC                        23         0  (  0)           3         0  (  0)          26         0  (  0) 
           ASIAN/PACIFIC ISLANDER           3         0  (  0)           3         0  (  0)           6         0  (  0) 
           AM INDIAN/AK NATIVE              0         0  (  .)           0         0  (  .)           0         0  (  .) 
           OTHER                            1         0  (  0)           0         0  (  .)           1         0  (  0) 
           UNDETERMINED                     0         0  (  .)           0         0  (  .)           0         0  (  .) 
           NOT SPECIFIED                    2         0  (  0)           0         0  (  .)           2         0  (  0) 
           TOTAL                          145         1  (  1)          29         0  (  0)         174         1  (  1) 
 
         UNKNOWN  
 
           WHITE                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
           BLACK                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
           HISPANIC                         0         0  (  .)           0         0  (  .)           0         0  (  .) 
           ASIAN/PACIFIC ISLANDER           0         0  (  .)           0         0  (  .)           0         0  (  .) 
           AM INDIAN/AK NATIVE              0         0  (  .)           0         0  (  .)           0         0  (  .) 
           OTHER                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
           UNDETERMINED                     0         0  (  .)           0         0  (  .)           0         0  (  .) 
           NOT SPECIFIED                    0         0  (  .)           0         0  (  .)           0         0  (  .) 
           TOTAL                            0         0  (  .)           0         0  (  .)           0         0  (  .)
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                                                     TESTS AND POSITIVE TESTS 
                                         BY AGE GROUP, RACE/ETHNICITY, AND SEX - 09/24/2003 
                                                         CTS 2002 Report  
 
 
                                                 MALE                        FEMALE                        TOTAL          
                                         TESTS       POSITIVE         TESTS       POSITIVE         TESTS       POSITIVE   
                                          No.       No.  ( % )         No.       No.  ( % )         No.       No.  ( % )  
        -----------------------------------------------------------------------------------------------------------------  
 
         NOT SPECIFIED  
 
           WHITE                            5         0  (  0)           3         0  (  0)           8         0  (  0) 
           BLACK                            3         0  (  0)           1         0  (  0)           4         0  (  0) 
           HISPANIC                         1         0  (  0)           0         0  (  .)           1         0  (  0) 
           ASIAN/PACIFIC ISLANDER           0         0  (  .)           0         0  (  .)           0         0  (  .) 
           AM INDIAN/AK NATIVE              0         0  (  .)           0         0  (  .)           0         0  (  .) 
           OTHER                            0         0  (  .)           0         0  (  .)           0         0  (  .) 
           UNDETERMINED                     1         0  (  0)           0         0  (  .)           1         0  (  0) 
           NOT SPECIFIED                    0         0  (  .)           0         0  (  .)           0         0  (  .) 
           TOTAL                           10         0  (  0)           4         0  (  0)          14         0  (  0) 
 
         TOTAL  
 
           WHITE                          890         9  (  1)         437         0  (  0)        1327         9  (  1) 
           BLACK                          509         6  (  1)         216         1  (  0)         725         7  (  1) 
           HISPANIC                       552         2  (  0)         205         1  (  0)         757         3  (  0) 
           ASIAN/PACIFIC ISLANDER          49         0  (  0)          42         0  (  0)          91         0  (  0) 
           AM INDIAN/AK NATIVE             18         0  (  0)          18         0  (  0)          36         0  (  0) 
           OTHER                           16         0  (  0)           7         0  (  0)          23         0  (  0) 
           UNDETERMINED                     5         0  (  0)           1         0  (  0)           6         0  (  0) 
           NOT SPECIFIED                    7         0  (  0)           1         0  (  0)           8         0  (  0) 
           TOTAL                         2046        17  (  1)         927         2  (  0)        2973        19  (  1) 
 
        -----------------------------------------------------------------------------------------------------------------  
 
                                              ONLY INCLUDES TESTS WITH SEX SPECIFIED 
�  
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�  
                                         NUMBER AND PERCENT POSTTEST COUNSELING SESSIONS 
                           BY RESULT, DEMOGRAPHICS, SITE TYPE, TEST TYPE, AND PREVIOUS TEST - 09/24/2003 
                                                         CTS 2002 Report  
 
 
                                                  POSITIVE       ||        NEGATIVE       ||          ALL         
                                             POSTTEST SESSIONS   ||   POSTTEST SESSIONS   ||   POSTTEST SESSIONS  
                                                No.    ( % )     ||      No.    ( % )     ||      No.    ( % )    
                  -----------------------------------------------------------------------------------------------  
                   MALE                          16    ( 94)     ||     1306    ( 65)     ||     1324    ( 65) 
                   FEMALE                         2    (100)     ||      571    ( 63)     ||      573    ( 62) 
                   NOT SPECIFIED                  0    (  .)     ||       37    ( 84)     ||       37    ( 84) 
                                                                 ||                       || 
                   TOTAL                         18    ( 95)     ||     1914    ( 64)     ||     1934    ( 64) 
                  -----------------------------------------------------------------------------------------------  
                   WHITE                          9    (100)     ||      951    ( 72)     ||      961    ( 72) 
                   BLACK                          6    ( 86)     ||      375    ( 52)     ||      382    ( 52) 
                   HISPANIC                       3    (100)     ||      463    ( 61)     ||      466    ( 61) 
                   ASIAN/PACIFIC ISLANDER         0    (  .)     ||       67    ( 74)     ||       67    ( 73) 
                   AM INDIAN/AK NATIVE            0    (  .)     ||       19    ( 53)     ||       19    ( 53) 
                   OTHER                          0    (  .)     ||       15    ( 68)     ||       15    ( 65) 
                   UNDETERMINED                   0    (  .)     ||        3    ( 50)     ||        3    ( 50) 
                   NOT SPECIFIED                  0    (  .)     ||       21    ( 91)     ||       21    ( 91) 
                                                                 ||                       || 
                   TOTAL                         18    ( 95)     ||     1914    ( 64)     ||     1934    ( 64) 
                  -----------------------------------------------------------------------------------------------  
                   < 5                            0    (  .)     ||        0    (  .)     ||        0    (  .) 
                   5-12                           0    (  .)     ||        0    (  0)     ||        0    (  0) 
                   13-19                          2    (100)     ||      187    ( 49)     ||      189    ( 49) 
                   20-29                          7    (100)     ||      843    ( 60)     ||      851    ( 60) 
                   30-39                          5    (100)     ||      485    ( 74)     ||      490    ( 73) 
                   40-49                          3    ( 75)     ||      254    ( 73)     ||      258    ( 71) 
                   >= 50                          1    (100)     ||      132    ( 77)     ||      133    ( 76) 
                   UNKNOWN                        0    (  .)     ||        0    (  .)     ||        0    (  .) 
                   NOT SPECIFIED                  0    (  .)     ||       13    ( 68)     ||       13    ( 68) 
                                                                 ||                       || 
                   TOTAL                         18    ( 95)     ||     1914    ( 64)     ||     1934    ( 64) 
                  -----------------------------------------------------------------------------------------------  
                   MSM IDU                        1    (100)     ||        5    ( 71)     ||        6    ( 75) 
                   MSM                            7    (100)     ||      275    ( 85)     ||      284    ( 85) 
                   HETEROSEXUAL IDU               1    (100)     ||       86    ( 66)     ||       87    ( 65) 
                   SEX PARTNER AT RISK            2    ( 67)     ||      119    ( 80)     ||      121    ( 72) 
                   CHILD OF HIV+ WOMAN            0    (  .)     ||        0    (  .)     ||        0    (  .) 
                   STD DIAGNOSIS                  4    (100)     ||      379    ( 51)     ||      383    ( 51) 
                   SEX FOR DRUGS/MONEY            0    (  .)     ||       13    ( 93)     ||       13    ( 93) 
                   SEX WHILE USING DRUGS          0    (  .)     ||       52    ( 76)     ||       52    ( 76) 
                   HEM/BLOOD RECIPIENT            0    (  .)     ||        1    (100)     ||        1    (100) 
                   VICTIM SEXUAL ASSAULT          0    (  .)     ||        5    ( 83)     ||        5    ( 83) 
                   HEALTH CARE EXPOSURE           0    (  .)     ||        1    ( 50)     ||        1    ( 50) 
                   NO ACKNOWLEDGED RISK           1    (100)     ||      109    ( 84)     ||      110    ( 84) 
                   HETERO, NO OTHER RISK          2    (100)     ||      825    ( 61)     ||      827    ( 61) 
                   OTHER                          0    (  .)     ||       34    ( 68)     ||       34    ( 68) 
                   NOT SPECIFIED                  0    (  .)     ||       10    ( 77)     ||       10    ( 77) 
                                                                 ||                       || 
                   TOTAL                         18    ( 95)     ||     1914    ( 64)     ||     1934    ( 64) 
                  -----------------------------------------------------------------------------------------------  
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                                         NUMBER AND PERCENT POSTTEST COUNSELING SESSIONS 
                           BY RESULT, DEMOGRAPHICS, SITE TYPE, TEST TYPE, AND PREVIOUS TEST - 09/24/2003 
                                                         CTS 2002 Report  
 
 
                                                  POSITIVE       ||        NEGATIVE       ||          ALL         
                                             POSTTEST SESSIONS   ||   POSTTEST SESSIONS   ||   POSTTEST SESSIONS  
                                                No.    ( % )     ||      No.    ( % )     ||      No.    ( % )    
                  -----------------------------------------------------------------------------------------------  
                   NO INSURANCE                  12    (100)     ||     1203    ( 61)     ||     1215    ( 61) 
                   SELF INSURED                   2    ( 67)     ||       95    ( 81)     ||       98    ( 78) 
                   PUBLIC ASSISTANCE              1    (100)     ||      106    ( 56)     ||      107    ( 55) 
                   MILITARY/VA                    0    (  .)     ||        5    ( 63)     ||        5    ( 63) 
                   EMPLOYER INSURED               3    (100)     ||      437    ( 71)     ||      441    ( 71) 
                   NOT SPECIFIED                  0    (  .)     ||       68    ( 81)     ||       68    ( 79) 
                                                                 ||                       || 
                   TOTAL                         18    ( 95)     ||     1914    ( 64)     ||     1934    ( 64) 
                  -----------------------------------------------------------------------------------------------  
                   HIV CTS                        6    (100)     ||      329    ( 88)     ||      336    ( 88) 
                   STD                           10    (100)     ||     1300    ( 58)     ||     1310    ( 59) 
                   DRUG TREATMENT                 0    (  .)     ||        0    (  .)     ||        0    (  .) 
                   FAMILY PLANNING                0    (  .)     ||        0    (  .)     ||        0    (  .) 
                   PRENATAL/OB                    0    (  .)     ||        0    (  .)     ||        0    (  .) 
                   TB                             0    (  .)     ||        0    (  .)     ||        0    (  .) 
                   CHC/PHC                        1    ( 50)     ||      235    ( 75)     ||      236    ( 70) 
                   PRISON/JAIL                    0    (  .)     ||        0    (  .)     ||        0    (  .) 
                   HOSPITAL/PMD                   1    (100)     ||       48    ( 86)     ||       50    ( 86) 
                   FIELD VISIT                    0    (  .)     ||        0    (  .)     ||        0    (  .) 
                   OTHER                          0    (  .)     ||        0    (  0)     ||        0    (  0) 
                   NOT SPECIFIED                  0    (  .)     ||        2    ( 50)     ||        2    ( 50) 
                                                                 ||                       || 
                   TOTAL                         18    ( 95)     ||     1914    ( 64)     ||     1934    ( 64) 
                  -----------------------------------------------------------------------------------------------  
                   ANONYMOUS                      8    ( 89)     ||      614    ( 87)     ||      624    ( 85) 
                   CONFIDENTIAL                  10    (100)     ||     1286    ( 57)     ||     1296    ( 57) 
                   NOT SPECIFIED                  0    (  .)     ||       14    ( 67)     ||       14    ( 64) 
                                                                 ||                       || 
                   TOTAL                         18    ( 95)     ||     1914    ( 64)     ||     1934    ( 64) 
                  -----------------------------------------------------------------------------------------------  
                   NO PREVIOUS TEST               6    ( 86)     ||      611    ( 66)     ||      617    ( 66) 
                   PREVIOUSLY NEGATIVE           11    (100)     ||     1237    ( 63)     ||     1250    ( 63) 
                   PREVIOUSLY POSITIVE            1    (100)     ||        1    (100)     ||        2    (100) 
                   PREVIOUSLY INCONCLUSIVE        0    (  .)     ||        2    (100)     ||        2    (100) 
                   PREVIOUSLY UNKNOWN             0    (  .)     ||       55    ( 65)     ||       55    ( 65) 
                   NOT SPECIFIED                  0    (  .)     ||        8    ( 80)     ||        8    ( 80) 
                                                                 ||                       || 
                   TOTAL                         18    ( 95)     ||     1914    ( 64)     ||     1934    ( 64) 
                  -----------------------------------------------------------------------------------------------  
�  
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�  
                                                     TESTS AND POSITIVE TESTS 
                                               BY QUARTER AND SITE TYPE - 09/24/2003 
                                                         CTS 2002 Report  
 
 
                      ------------------------------------------------   ------------------------------------------------  
                                       JAN - MAR 2002                                     APR - JUN 2002  
                      ------------------------------------------------   ------------------------------------------------  
                                           POSITIVE     % OF    % OF                          POSITIVE     % OF    % OF   
                        SITES    TESTS       TESTS      TOTAL   TOTAL      SITES    TESTS       TESTS      TOTAL   TOTAL  
          SITE TYPE      NO.      NO.     NO.   ( % )   TESTS POSITIVE      NO.      NO.     NO.   ( % )   TESTS POSITIVE 
          ---------   -------- -------- --------------  ----- --------   -------- -------- --------------  ----- -------- 
          HIV CTS          3      124       2   (  2)   ( 16)   ( 29)         3       77       1   (  1)   ( 10)   ( 25) 
          STD              1      578       5   (< 1)   ( 73)   ( 71)         1      591       1   (< 1)   ( 80)   ( 25) 
          DRUG TRMT        0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          FAMILY PL        0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          PREN/OB          0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          TB               0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          CHC/PHC          6       74       0   (  0)   (  9)   (  0)         6       61       2   (  3)   (  8)   ( 50) 
          PRIS/JAIL        0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          HOSP/PMD         1       12       0   (  0)   (  2)   (  0)         1        8       0   (  0)   (  1)   (  0) 
          FLD VISIT        0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          OTHER            0        0       0   (  .)   (  0)   (  0)         1        1       0   (  0)   (< 1)   (  0) 
          NOT SPEC         1        1       0   (  0)   (< 1)   (  0)         1        2       0   (  0)   (< 1)   (  0) 
 
          TOTAL           12      789       7   (< 1)   (100)   (100)        13      740       4   (< 1)   (100)   (100) 
 
 
                      ------------------------------------------------   ------------------------------------------------  
                                       JUL - SEP 2002                                     OCT - DEC 2002  
                      ------------------------------------------------   ------------------------------------------------  
                                           POSITIVE     % OF    % OF                          POSITIVE     % OF    % OF   
                        SITES    TESTS       TESTS      TOTAL   TOTAL      SITES    TESTS       TESTS      TOTAL   TOTAL  
          SITE TYPE      NO.      NO.     NO.   ( % )   TESTS POSITIVE      NO.      NO.     NO.   ( % )   TESTS POSITIVE 
          ---------   -------- -------- --------------  ----- --------   -------- -------- --------------  ----- -------- 
          HIV CTS          4       89       2   (  2)   ( 12)   ( 40)         3       93       1   (  1)   ( 13)   ( 33) 
          STD              1      566       2   (< 1)   ( 74)   ( 40)         2      501       2   (< 1)   ( 69)   ( 67) 
          DRUG TRMT        0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          FAMILY PL        0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          PREN/OB          0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          TB               0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          CHC/PHC          6       83       0   (  0)   ( 11)   (  0)         6      117       0   (  0)   ( 16)   (  0) 
          PRIS/JAIL        0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          HOSP/PMD         1       23       1   (  4)   (  3)   ( 20)         1       15       0   (  0)   (  2)   (  0) 
          FLD VISIT        0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          OTHER            0        0       0   (  .)   (  0)   (  0)         0        0       0   (  .)   (  0)   (  0) 
          NOT SPEC         1        1       0   (  0)   (< 1)   (  0)         0        0       0   (  .)   (  0)   (  0) 
 
          TOTAL           13      762       5   (< 1)   (100)   (100)        12      726       3   (< 1)   (100)   (100)�  
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Why another report? Fact is each of the priority populations associated 

with the Rhode Island 
Community Planning Group 
for HIV Prevention (RICPG) 
set out in 2002 to create 

Task Forces associated with each high risk population designated by the 
RICPG. The ultimate goal of each of the Task Forces was to create three to 
five action steps for the next year that would be implemented to minimize 
risk associated with HIV in each of the target areas.  
 
Each Task Force choose how to meet this goal and the following report 
specifies the work and recommendations of the Men Engaging in 
Unprotected Sex with Men and/or Men and Woman Task Force. 
 
The priority populations for the year 2003 were designated as:  
 
1. Men Engaging in Unprotected Sex with Men and/or Men and Woman 
2. Injecting Drug Users, Alcohol and other Drug Uusers, and/or their 

Sexual Partners (including MSM/IDUs) 
3. Youth Engaging in Unprotected Sex and Alcohol and/or Other Drug Use 
4. Women Engaging in Unprotected Sex with Men 
5. Persons Who Don’t Know Their HIV Status and  HIV Positive Persons 

Not in Treatment 
 
 
 
 
 
 
 
The Men Engaging in Unprotected Sex with Men and/or Women (MSM) Task 
Force met several times to strategize the manner by which they could 
identify three to five actions steps. The Task Force participants were: 
 
• Garith Fulham, RICPG Co-Chair 
• Richard Cain, Ph.D, Rhode Island College, RICPG member 
• Annie Silvia, John Snow, Inc, CPG consultant 
• Paul Loberti, RI Department of Health, CPG Co-Chair  
 
They decided that the most effective way for the MSM Task Force to bring 
together community to discuss the issues at hand was to have a 
community forum focusing on the unique issues associated with MSM.  
Maurice Franklin, from M Franklin Consultants was selected as the 
facilitator of this forum which took place on 28  May 2003. The minutes of 

INTRODUCTION
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this event are attached, and what follows is the a) epidemiology pertaining 
to MSM as reported by the department of health, b) problem statement(s), 
c) potential solution statement(s), d) the specific action steps and, e) 

desired outcome(s) proposed . With the exception of the epidemiology the 
remainder items were generated by four small groups at the MSM forum. 
Therefore, after the epidemiology for MSM is presented each group’s 
findings are reviewed. 
 
The CPG will take these steps proposed and move forward with the 
implementation of these suggestions. 
 
 
 

MSM ‘Men Who Have Sex With Men’ 
 
Despite an overall decrease in the rates of HIV and AIDS incidence, MSM 
continues to be the leading exposure category for HIV infection among men. 
Figure 10 illustrates this finding over the period from January 1, 2000 to 
December 31, 2002. The second highest exposure category is Risk Not 
Specified. Whether this represents a true lack of knowledge as to how these 
individuals were infected or a reluctance to reveal an MSM orientation or any 
other risk factor requires further investigation. Figure 10 illustrates these finding 
over the period from January 1, 2000 to December 31, 2002. 

 
EPIDEMIOLOGY 
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 Figure 13. HIV (not AIDS) Incidence Among Men by Exposure Category 
2000-2002.  
As for the racial distribution of HIV infection among the MSM population, 
Whites account for the vast majority of MSM infected with HIV with 61%, 
compared to 22% and 17% for African Americans and Hispanics 
respectively. HIV disproportionately affects African American and 
Hispanic MSM, while they represent 14% of Rhode Island’s population 
they account for 39% of the MSM infected with HIV.  Looking at the 
incidence per 100,000 illustrates a clearer picture. Figures 14 and 15, 
illustrate these findings in the period from January 1, 2000 to December 
31, 2002. 
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Figure 14. HIV Infected MSM by Race, 2000-2002 
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The age distribution of MSM infected with HIV, from January 1, 2000 to 
December 31, 2002, follows a similar pattern to the overall individuals 
infected with HIV, with the majority between 30 – 39 years of age.  

Figure 16. HIV Infected MSM by Age and Year of Diagnosis 

0

5

10

15

20

2000 2001 2002

Year

Cases

13-19
20-29
30-39
40-49
50+

 
 

0
10
20
30
40
50
60

2000 2001 2002

Year
R

at
e/

10
0,

00
0

White African American Hispanic



 246 
 

 
 
 

 
 
 
 
 
 

GROUP WORK:  
 
• PROBLEM STATEMENT(S), 
• POTENTIAL SOLUTION 
STATEMENT(S),  

• SPECIFIC ACTION STEPS 
DESIRED OUTCOMES 

 
 
 
 
 

GROUP #1    
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 Problem Statement(s):  
 
• “We do not have a clear “big” picture of MSM regarding culture, 

information, their needs, or gaps in prevention services for MSM.  
 
• “Perceptions of MSM are varied and may stigmatize males so that they 

do not seek testing, care, etc.”   
 
• “Not enough community based agencies to deliver MSM programs 

focusing on prevention.” 
 
 
Solution Statement(s) :  
 
• “ Work with HEALTH at state level to define better collection tools to 

provide accurate data that includes information on risk factors. For 
example, the Gonorrhea Project did not collect specific risk factor 
information or mode of transmission and there was a missed 
opportunity here. 

 
• ” Create focus groups that would engage men in comprehensive 

discussion about access to men’s health (testing included) and 
pertinent men’s issues, rather than MSM focus to alleviate stigma and 
involve a variety of men and providers for men in a non-threatening 
environment.”  

 
• “Approach all state funded community based agencies and require they 

deliver a portion of services to all at risk populations to be found on the 
HEALTH continuum of delivery prevention programs. 

 
• ”Conduct education/awareness efforts targeting community providers.” 
 
 
Action Steps/Plan :  
 
• “Engage the CPG and community based agencies in this process by 

9/03. Place on CPG agenda for 7/03.”   
 
• “Identify community organizations to be trained, assess training needs, 

develop curricula, identify trainers.” 
 
Outcomes:   
 
• “Produce an annual Report  specific to MSM with identified variables, 

behavior and disease trends.” 
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• “Action plan in place at RICPG level “ 
 
• “To increase service providers’ knowledge and awareness of available 

services for MSM by xx%” 
 
 
 

Problem Statement:  
 
• “We need a comprehensive approach to testing (STI, HIV, HCV) and 

vaccinating (HA/BV) for MSM & special populations.” 
 
Solution Statement:  
 
• “Create HIV/STI, gay “friendly” testing sites  using “friendly” (using 

urine tests for STIs, rapid or OraSURE for HIV) testing methods and 
friendly staff.” 

 
• “All locations funded by state (and other private as well) must be 

friendly and accessible/culturally/linguistically.” 
  
• “Training needed for staff at HEALTH as well as in the facilities. Need to 

engage “gay” CBOS experts in this process of staff development.” 
 
• “Better collection of data needed once test is done. This includes 

training disease control representatives and other staff regarding 
appropriate data collection for accurate Risk Factor information.” 

 
Action Steps/Plan: 

 
• “Start with a focus group to determine what accessible testing/culture 

with MSM is.  Invite staff who are deemed gay friendly and doing it right 
as well as MSM.” 

 
• “Select sites that will be pilot test sites and train staff according to 

focus group and other info. These test sites will be comprehensive for 
the delivery of several tests/vaccinations including STIs, HIV, Hep.” 

 
Outcomes:  
 
“Two Gay friendly sites in place by 12/03 with roll-out of *training to all 
funded sites by 04/04. * It was discussed that the goal here should be 
comprehensive in nature and include friendly sites for a variety of 

GROUP #2   
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populations, including communities of color, youth , etc. This training may 
benefit the goals of the other task forces and will need to reflect the other 
populations.” 
 
• “Evaluation and follow up at sites will happen.”,  
 
• “Create better support services for positive/non-positive clients.”  
 
• “Incorporate Prevention Case Management into prevention vendors 

responsibilities” 
 
• “Build community sensitivity through information/media about need for 

better testing sites and how  to get MSM into testing and healthcare.” 
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GROUP # 3  
 

Problem Statement:  

 
• “Individuals in DOC system are at higher risk for HIV/AIDS infections” 

 
Solution Statement:  
 
• “To affect policy changes to increase access to safer sex materials in 

prison and prevention messages.” 
 
Action Steps/Plan:   
 
• “Assess barriers regulations with the CPG and DOC staff to determine 

what’s doable in outreaching addressing MSM in prison.” 
 
• “Establish internal partnerships to educate DOC staff including the 

correctional officers, union representatives administration, etc. through 
trainings,” 

 
• “Create community mobilization regarding the importance of the issue 

of MSM in prison.” 
 
 
 
 
 
Outcomes:  
 
• “Place on CPG agenda for 7/03.” 
 
• “Look for policy changes and/or better access to safer sex materials in 

prison and for home confinement, training school.”  
 
• “Work  with community based agencies to assist with this issue.” 
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Problem Statement(s):  

 
• “Homophobic and transphobia in the community at large.  

This creates barriers to HIV/AIDS prevention.” 
 
• “Increased rates of HIV infections in MSM/transgender communities of 

color.” 
 
Solution Statements:  
 
• “ Develop and implement a comprehensive media campaign that targets 

community as a whole. Select an appropriate/professional media 
advertisement agency with experience in working in this community as 
a whole.” 

 
• “Complete extensive community outreach and education for MSM 

(media, through CBOs).” 
 
• “ Have a MSM – Trans-conference.”  
 
• “Identify community agencies that can adequately meet the needs of 

MSM and build capacity in these CBOs.”  
 
• “Perform assessments of agencies pertaining to what they can/are 

doing for MSM.”  
 
• “Staff training of all HEALTH funded CBOS pertaining to MSM, 

homophobia, cultural issues, etc…” 
 
• “ Create an inclusive intake questions/assessment.” 
 
• “ Create evaluations to measure effective MSM programs, staff 

development, capacity.” 
 
 
Action Steps/Plan:   
 
• “ Conduct focus groups with all sectors of MSM community.” 
 
• “Develop hard hitting media campaign and 
• evaluate the effectiveness of this campaign.” 

GROUP #4  
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• “Create individualized curriculum for staff  including 

assessment/outcome evaluations.”  
 

• “Select a consultant on inclusive program development.” 
 
• “Establish community partnerships.” 
 
 
 Outcomes:   
 
• “Community trained with good measurable tools with reduction of 

homophobic/transp 
• hobia and the creation of prevention program that are inclusive.” 
 
• “Decrease rates of HIV among MSM.” 
   
 
 
 
The RICPG will incorporate the above mentioned issues and action steps 
into the Comprehensive HIV prevention Plan for 2004 and begin the 
process of rolling out these variables in the MSM Task Force. A timeline 
will be created to achieve the above steps proposed. 
 

Conclusion 
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Injecting Drug Users Task Force 
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Rhode Island Community Planning Group or HIV Prevention (RICPG) 
 
The Substance Using Disorder Task Force (priority 2 IDUs) identified the 
following issues to explore through focus groups with providers and clients: 
 

1. What is the role of syringe exchange since the law change? What is 
happening with the syringe exchange now that possession has been 
decriminalized? 

 
2. What is the current availability and access to IDU drug treatment issues? 

 
3. What are the substance treatment issues for inmates being released from 

prison?  What are the contributes/barriers to access to services for inmate 
discharged from the prison? 

IV prevnetionHI    
 
 
 
The Task Force met five times and decided to hold focus groups with clients and 
substance abuse treatment providers.  The expectation is that the focus group 
will help to set a focus for the RICPG around the three issues. 
 

Agency Audience 
 

Date Completed 

A drug treatment 
provider group 
 

15 providers March 11 

SSTAR detox 
 

19 men and women May 22 

MAP Brothers for Life 
 

6 men in recovery April 2 

CODAC 
 

6 women & 
12 men in recovery 

May 28 

Roger Williams HCV 
Support Group 
 

6 men in recovery with 
HCV 

June 11 

Prison (male and female 
groups in drug 
treatment) 

 TBA 
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Findings to Date 
 

1. Access to services for the under and uninsured appears to be an ongoing 
problem.  Clients talk about having to be intoxicated to get service.  The 
funding for more uninsured beds is unlikely. 

2. There are a number of substance abuse treatment provider training issues 
identified. IDU have a complex array of issues such as job training, social 
stigma, health problems, low-income housing and family strife that hinders 
and/or jeopardizes their recovery process.  The impact on the treatment 
programs includes a need for more professional development to meet 
these challenges; provider burnout prevention and collaboration across 
agencies to coordinate care. 

3. ENCORE is not routinely used by IDU especially since syringes are 
available in the pharmacy.  Clients aware of the ENCORE van and 
exchange rate the program highly.  

4. Programs that work for IDUs include elements of holistic care such as 
family involvement and reconciliation; spirituality; client centered time 
tables for treatment services; broad array of life skill training for clients; 
and linguistically and culturally appropriate staff and programs.  

5. IDUs in prison have an added stigma/complication of a criminal record.  
Service coordination for IDU being discharged from the prison and jail 
appear to be non-existing. 
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Women’s Task Force 
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A WOMAN’S TOUCH 
 

(A TASK FORCE OF THE RI CPG) 
 

Objective:  To provide an opportunity for Women’s voices to be heard and a 
forum in which our issues will be addressed. 

 
Problems and Action Steps 

 
Problems identified that put women at risk for HIV infection are as follows:   
 

1. Powerlessness in Relationships – safety issues, lack of 
communication, socio-economic status, literacy, mental 
health/substance abuse, housing. 

2. Isms – Racism, classism, sexism. 
3. Truth – Professional women are not targeted as high-risk; 

consequently, the truth about HIV/AIDS is not reaching them. 
Mis-Education and Information – Lack of culturally appropriate HIV 
prevention information lack of resources and under-representation. 

 
Action:  Utilize needs assessment tool developed by Sojourner House to help us learn 
what women in recovery, non-working women and professional women feel think 
and need in the areas of HIV prevention and care. 
 
Recommendation(s):  Information gathered from this needs assessment should be 
included in the Comprehensive Plan.  This information will be very useful for CBOs 
in their prevention and care programs. 
 
Action:  Identify a more effective means of documenting domestic violence deaths, 
to get a real picture of the severity of the problem.  For example, depending on what 
the coroner puts as the cause of death on the death certificate has a direct reflection on 
whether a death is classified as the result of domestic violence.  In other words, if a 
woman commits suicide because she sees no other way out of her domestic violence 
situation, or she is forced to shoot up drugs by her partner and as a result she dies of 
an overdose, these are not classified as deaths related to domestic violence.  There 
needs to be a mechanism to have a main cause of death and a secondary cause of 
death in those situations where it is know that a women is in an abusive relationship.  
When male partners are confronted with the cause of a woman’s illness, (i.e. HIV, 
STIs), this puts the woman at great risk of HIV (being forced to have sex) and death 
through being beaten. 
 
Recommendation(s):  Steps need to be taken to forge a closer relationship between 
the RI Coalition Against Domestic Violence, the Medical Examiner’s office and the 
Department of Health Office of HIV & AIDS and the epidemiologist, to begin to 
capture the true number of women who are losing their lives as a director and/or 
indirect cause of domestic violence.   
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Action:  Women’s safety issues need to be incorporated in every program that 
provides HIV/AIDS information.  It is important that they understand how being in a 
domestic violence relationship puts them at risk for HIV/AIDS.  By not incorporating 
this information in to our educational plans, we are continually putting more and 
more women at un-need risk for HIV. 
 
Recommendation(s):  Agencies that have contracts with HEALTH should  include 
in their contracts training of  staff  in the areas of safety issues pertaining to Domestic 
violence and HIV/AIDS and inform them of resources available to them within the 
community. 

 
What Has Been Done 

 
Sojourner House did a needs assessment with 33 participants, of which 25 were 
women and 8 were men.  The survey was done to describe clients/consumers 
experiences and educational needs in regards to domestic violence. 
 
*Note: It is significant to note that the results of these findings reflect 
participants’ knowledge, information, resources, comfortability,  etc. after  
interventions by the WomenCARES program.     
 
1. In a questionnaire done by Sojourner House, they found that 55% of participants 

reported being able to identify red flags in relationships, 36% stated they could 
not identify red flags.  As a result of these findings, Sojourner House has revised 
their curriculum to spend more time identifying the red flags of violence; thus 
providing clients with information to identify abuse within a relationship before it 
escalates, and equip them with safety information to make a decision to terminate 
the relationship.  Due to powerlessness in their relationships, women feel this puts 
them at added risk for HIV/AIDS, because they have not say-so over their bodies. 
Using a condom and/or saying no are not an option for women who feel they have 
no say-so or power in their relationships. 

 
2. When asked if they were able to negotiate safer sex with their partners, 76% 

responded yes, 15% percent responded no, and 9% did not respond.  Continued 
emphasis on ways in which to negotiate safer sex with partners.   As a result of  
WomenCARES interventions, women feel more empowered to negotiate safe sex, 
thus reducing their possible exposure to HIV/AIDS. 

 
3. Participants were asked if they felt they had a say in what happens in their 

relationships, 58% said yes, 36% said no and 9% did not respond.  They found 
this to be significant, that 36% of participants felt powerless and incapable of 
controlling their destiny within intimate relationships.  This validates what has 
already been identified by women as a problem in unhealthy relationships.  As a 
result, Sojourner House has included a self-esteem component to assist 
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clients/consumers with reclaiming their self-worth, respect and their ability to stay 
sexually safe. 

 
4. When asked if they ever experienced mental abuse in their intimate relationships, 

52% responded yes, 42% responded no (this does not account for those who are in 
denial and/or do not recognize mental abuse) and 5% did not respond.  Sojourner 
House has gathered specific date related to client’s experiences related to mental 
abuse.  This data will assist them in identifying and evaluating the correlations of 
mental abuse effects on a person’s self-esteem and decision-making within 
intimate relationships, i.e. negotiating safer sex and skills for eliminating and 
reducing their risk of HIV/AIDS and other sexually transmitted diseases. 

 
5. On the issue of what is domestic violence, 48% responded that all forms of abuse 

are domestic violence and 52% responded that all forms of abuse were not 
domestic violence.  Sojourner House continues to provide information about all 
forms of abuse in their individual and group interventions, (especially sexual 
abuse, rape, forced sex, unknown status). 

 
6. Nearly half of the participants 48% indicated they have had to defend themselves 

against an abusive partner and 48% reported they have never had to defend 
themselves against and abusive partner and 4% did not respond.  Sojourner House 
realizes it has a very significant role ahead of them in addressing this issue.  Many 
of their clients have and/or had experiences with domestic violence, yet are not 
aware of their elevated risks for HIV/AIDS and other sexually transmitted 
diseases.  The services that Sojourner House provides is an essential on in helping 
women reduce and/or eliminate their risks for HIV/AIDS and physical harm. 

 
7. One of the new trends  WomenCARES is encountering is “New Age Prostitution” 

This is where young girls are having sex in exchange for receiving items, and/or 
being allowed to hang out with the drug dealers.  These young girls are selling 
themselves for whatever comes their way.  For example, a drug dealer takes a 
young girl out and spends his money buying her clothes and shoes, he then takes 
her to a hotel, where she knows what is going to happen.  Because he has spent 
his money on her she feels it is all right to have sex with him because she owes 
him that much because he spent his money on her.  Not only does she have sex 
with him, but he also invites his boys over and they too have sex with her.  Again, 
while she feels obligated, she does not see it as a problem, nor does she see it as 
prostitution, because she owes it to the guy for spending his money on her.   This 
young girl has now put herself at multiple risks for HIV/AIDS, STI’s as well as 
domestic abuse, just to get material things and to feel wanted.   
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Statistics 
 

Domestic Violence Deaths 
1997-2003 

  
 

Year 
Number of 

Cases** 
Number of 
Homicides 

Number of 
Suicides 

Total 
Deaths 

1997 2 2 0 2 
1998 3 2 2 4 
1999 5 7 3 10 
2000 3 3 2 5 
2001 7 6 2 8 
2002 6 5 3 8 

 
**Number of cases indicates that perpetrator has killed people, but did not kill 
themselves, which is why number and deaths are different. 
 
 
Note: Statistics provided by the Rhode Island Coalition Against Domestic Violence 
 
Due to the way domestic violence deaths are reported, they are looking at cases and 
not situations, thus we are not getting a real picture of the numbers of individuals who 
have lost their lives as a direct result of being in a domestic violence situation.  For  
example, within the last six months of 2002, we are aware of 10 women who were 
killed in domestic violence situation, yet only eight are recorded.  If we are ever to get 
the word out to the communities and lawmakers on the severity of this problem, we 
need to look at ways of capturing true numbers of deaths and incidents of domestics.  
This is an epidemic, yet it is treated as a lightly as the common cold.  Until we begin 
to take the issue of domestic violence against women more seriously and realize that 
it goes beyond physical abuse, the more this problem will smolder.  This is truly a 
sleeping volcano in the eyes of society yet when it blows, everyone wants to solve a 
problem that could have been addressed before the eruption. 
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Youth Task Force
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Rhode Island Community Planning Group (RICPG) Youth Task Force 
 
Members: Midge Sabatini, J. Philip Kane, Elisa DelBonis, Luke Woodward, 
Humberto Galvao, Rilwan Feysitian 
 
The Rhode Island Community Planning Group (RICPG) Youth Task Force 
utilized the findings from three sources of information regarding gaps in HIV 
prevention services for young people in Rhode Island:   

• the RICPG,  

• RI Youth Risk Behavior Survey, and  

• the RI Youth HIV/AIDS Prevention & Education Needs Assessment (2002)  
 
According to the Rhode Island Youth HIV/AIDS Prevention & Education Needs 
Assessment (2002) currently, Rhode Island lacks a clear picture of the 
comprehensive HIV/AIDS prevention needs of youth and young adults. This lack 
of vision limits the ability of service providers, state agencies and activists to 
demand greater attention and commitment of funding for youth-specific 
programming. It also requires that the Rhode Island Community Planning Group 
for HIV Prevention identify and advocate for youth programming based on best 
practices that are useful in other locales. This community scan provides a 
thorough assessment of the needs and service gaps relative to HIV/AIDS 
prevention and education efforts targeting Rhode Island youth.  
 
 
I.  Problem: Lack of youth participation with RICPG. 
 
Develop a youth component of RICPG: Youth Advisory Committee, which will act 
as an advisory committee to the RICPG, advocates for programming/legislation, 
and direct programming.   
 
Youth recruitment from: 

• Existing youth organizations 
• Area colleges 
• Currently funded youth prevention programs 
• Local Gay Straight Alliance 
• High Schools with mandatory community service requirements 

 
Identify adult facilitator/coordinator 
 
Timeline/2004 
 Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Identify 
facilitator/coordinator 
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Establish org. 
structure 

            

Initiate recruitment 
process  

            

Youth members 
identified 

            

Convene first 
meeting 

            

Yearly meeting 
schedule 

            

Identify 
recommendations 

            

Present youth rec’s 
to RICPG  

            

Youth 
program/activities 

            

 
 
Recommendation: budget to be determined by RICPG. 
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II. Problem: Lack of parent knowledge regarding issues of HIV, sexuality, 
substance abuse, and violence. 
 
Outreach to parents about HIV/AIDS, safer sex methods, and how to 
communicate with their children about sensitive topics.  
 
The Task Force recommends the following action steps: 
 Establish  collaboration with “Can We Talk Rhode Island” to promote and 

support the CWT HIV/Sexuality/Substance Abuse and Violence modules 
to reach 25% more parents in year one. 

 RICPG member(s) continue to participate in a collaborative social 
marketing campaign to reach Rhode Island parents and to support the 
parent website and youth development project. 

 
Timeline/2004 
 Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
CPG members 
observe/review 
NEARI CWT 
program 
modules 

            

CPG 
endorsement 
of NEARI CWT 
program 
modules 

            

Project Reach 
and CPG 
collaborate 
with NEARI 
CWT to 
promote 
programs 

            

  
Annual 
evaluation 
process 

            

 
Recommendation: budget to be determined by RICPG. 
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III. Problem: Lack of resources to provide adequate outreach to 

provide prevention services and referral. 
 

Increase HIV prevention outreach programs to include locations listed below: 
 

• Malls 
• Movie theaters 
• Community centers 
• Parks and recreation venues 
• Local areas where youth congregate 
• Or as identified by program coordinators 

 
 Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Identify 
outreach 
programs to 
receive 
resources 

            

Identify one 
location from 
the above in 
which to 
outreach* 

            

Begin outreach 
in new location 

            

 6 month 
evaluation 

            

 
*Repeat on 6 month intervals 
 
 
Recommendation: budget to be determined by RICPG. 
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Don’t Know Status Task Force 
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KNOW YOUR STATUS TASK FORCE REPORT 
May 2003 

 
A total of 4 meetings were held to discuss the issues re: “knowing your status”.  
The following issues were addressed:   

• reaching out to the community,  
• referrals for care,  
• reentry to medical care,  
• case management maintained,  
• care/referrals provided to the homeless.   

 
All of these issues are being addressed at the present time by outreach, medical 
care and case management contracts and a nurse practitioner visits the shelters.  
Additional outreach will begin at the alternative entertainment centrers frequented 
by MSM.  This is something that is going to take place the first of April on a 3-
month contract with APRI through Travelers Aid (Partners in Care).  In addition to 
the above points, a committee has met to review the feasibility of rapid testing.     
 

KNOW YOUR STATUS TASK FORCE 
 

Meeting 1 
 
The initial meeting for “Know Your Status” was in October 2002.  At that time the 
appropriate members for this task force were determined. 
 

Meeting 2 
The next meeting was held November 12, 2002.  At that meeting it was decided 
that no further groups were necessary to address this issue.  The issues, 
concerns, problems explored were: 

• The target group is high risk or HIV+ and therefore, most likely to transmit 
because they do not know their site or they may not be in care. 

• Testing in the community should be emphasized 
• Get PWA in to care 
• Assure that HE/RR activities occur 
• Address any barriers to testing. 
• Provide info on testing technologies, rapid testing and orasure. 
• Future meetings were set 
• Report would be presented to the CPG in February ‘03 
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Meeting 3 
The next meeting was held on 12/17/03.  The following issues with actions were 
noted: 
 
Issue       Action 
 
Reach out to community   Encore van in Newport and Woonsocket 
 
Referral for care    Release of information between 
agencies 
 
Reentry to medical care   Miriam recalls lost to follow up patients 
 
Case management maintained  Project Bridge follows patients 
 
Care/referrals provided   NP goes into shelters for homeless 
 
Problem/s: 
Travelers Aid receives released inmates who have not received any guidance for 
meds, care, housing, etc. upon their release. 
 

March RICPG Meeting 
Summary of the above points given at the March meeting.  Short presentation to 
update the group re: rapid testing and other testing taking place in the 
community.  A pilot test site at Megaplex (gay bath) would be implemented for 3 
months and reevaluated end of June.  
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Appendix J:  May and June 
Working Agenda and RICPG 

Agenda 
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Rhode Island Community Planning Group  
For HIV Prevention  
 

     
 

 
     

Setting Priorities 
May 30, 2003 

 
 

By the end of this meeting RICPG members will have: 
 
1. completed an exercise to build and foster the RICPG team. 
2. discussed the draft guidelines for community planning recently issued by the 

CDC. 
3. received information about the Office of Minority Health program information 

and findings.  
4. received information on the Task Force Activities. 
5. received information from the Epidemiologic Profile. 
6. received instruction on how to use a workbook for setting priorities. 
 

Time Activity 
 

8:30 am Sign in and Continental Breakfast 
9:00  Welcome and Opening Exercise 
10:30  BREAK 
10:45 A discussion on the draft guidelines for community 

planning recently issued by the CDC. 
11:30 Closure on October Retreat Issues 
12:30-1:30 LUNCH 
1:30 Office of Minority Health Report 
1:45 Task Force Reports 
2:00 BREAK 
2:15 Epidemiologic Profile  
3:15  Introduction to the Priority Setting Process 
3:50  Closure and Evaluation 
4:00 Adjourn Meeting 
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Rhode Island Community Planning Group for HIV Prevention 
May 30, 2003 

8:30 am – 4:00 pm 
 

DRAFT WORKING AGENDA 

 
Member Involvement 

 
We need your help to make this a fun and comfortable community meeting. You can do this by helping to plan 
the meeting’s food and atmosphere. How do we keep this meeting on track, but fun?  How can we take the pain 
out of being in an all day meeting? What should we be ordering for food and still be within our budget? Please 

call Lucille @  222-7549 and sign up for  the Food/Refreshments and Create the Atmosphere Work Group. 
She’ll keep it simple maybe we can do it all in one meeting or by email. 

 
Time Item Responsible Person(s) Needs (handouts. 

Materials, AV) 
8:30 RICPG members and staff 

arrive to register. 
A continental breakfast will 
be available 

 
 

Shall: 
• Assist with ordering food food/refreshments and create the 

atmosphere  
 
How:   

• A work group is needed to complete this task for the meals 
and the “feel” for the day 

 

• Workbook 
• Name tags 
• Continental 

breakfast 

9:00 Welcome to the RICPG All 
Day Meeting 
Ice Breaker and Introductions 

Garith and Geneva 
Maurice Franklin 
 

• Easels 
• Overheads 

9:15 Opening Exercise – Team Maurice Franklin  
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Building & Collaboration  
10:30 BREAK 

 
 
• Work group 
 

 

10:45 New Community Planning 
Guidance Overview 
 

Co-Chairs: Geneva, Gareth and Paul  and 
Lucille  

Work Book 

11:30 Closure on the October 
Retreat Issues 
 

Maurice Franklin  

12:30- 1:00 
 

Lunch • Work group  

1:00 Office of Minority Health 
Report  
Introduce Invited Guests 
(Tony Salvatore, 
Narragansett Indian Tribe) 
 (We plan to invite guests that 
represent populations not 
represented on the RICPG 
including the Native 
Americans and Asian 
populations) 
 

Garith/Geneva 
Maurice Franklin 

Katherine and Rilwan and the OMH Project Board 

 

1:20 Gonorrhea Project 
Office of Minority Health 
 

Ana Novais 
 

 

2:00 Task Force Reports 
 

Task Force Chairs 
Lucille/Vinnie 
Paul/Garieth 
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Donna Williams 
2:15 BREAK • Work Group 

 
 

2:30 Introduction to the 
Community Assessment and 

the 
CTR and ENCORE Data – 
Kim Keyes 
EPI Profile -  Hesham 
 

Lucille Minuto 
Hesham Aboshady 
Kim Keyes 
 

Work book 

3:00 Q & A with Dr Aboshady 
 

Hesham, CPG task force members and OMH Project staff  
 

 

3:15 Introduction to the New 
Prioritization Tool 
In June we discussed having three 
workshops to supplement the 
prioritization and the 
assessment/epi exercise. We plan 
to do 3 identical workshops, 2 
hours in length before the next full 
day meeting in June. The 
workshops will probably be on the 
same day at different times (i.e., 9-
11, 1-3, 5:30-7:30). The purpose of 
the workshops will be to answer 
questions and help prepare 
members to contribute to the 
prioritization exercise and the June 
meeting. 
 

Paul and Lucille Overhead 
Sign up for 
workshops 

Workbook 

3:35 Feedback to the Members by the 
Facilitator  
 

Maurice Franklin  

3:50 Wrap Up/Closure Exercise Co-Chairs  
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4:00 Participant Feedback 

completed 
 

• Work Group 
 

Feedback form 

GOALS OF THE MEETING: 
 
7. To provide RICPG members with opportunities to build and foster the RICPG team. 
8. To expose and discuss with the RICPG the revised, draft guidelines for community planning recently issued by the 

CDC. 
9. To invite guests that represent populations not reflected in the body of the RICPG membership, including  Native 

Americans and Asians. 
10. To present and discuss important data, research and information pertaining to risk populations. 
11. To present and discuss the community assessment as a supplement to epidemiologic information. 
12. To present task force and the Minority Health program information and findings. 
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Rhode Island Community Planning Group  
For HIV Prevention  
 

     
 

 

 
           Monday 

June 30, 2003 

8:30 am – 4:00 pm 
 

Agenda 
 
• Ask the Epidemiologist 
 
• Results of the propriety setting workshops/Small group 

prioritization/Results 
 
• Set Intervention Priorities – A facilitated process 
 
• Review RICPG Nominations/Elections for New Members 
 
• Set up a review team for the Plan and the Cooperative 

Agreement (HEALTH’s application to CDC) 
 
• Calendar Review –“ RICPG now until December 2003” 

 
• Organize Retreat Planning Committee for Fall 
 
• Form Annual Meeting Committee/Awards 
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Rhode Island Community Planning Group for HIV Prevention 
June 30, 2003 

8:30 am – 4:00 pm 
DRAFT WORKING AGENDA 
GOALS OF THE MEETING: 

By the end of this meeting, RICPG members will have: 
• completed an exercise to build and foster the RICPG team.     
• discussed the outcomes of the population/behavior priority setting.   
• Completed the intervention priority setting       
• joined a team to review the Plan and /or Cooperative    
• a role in the annual meeting.      
• a role in the October Retreat meeting.     
• helped with the selection of new members.  

 
Time Item Responsible Person(s) Needs (handouts. 

Materials, AV) 
8:30 RICPG members and staff arrive to register. 

A continental breakfast will be available 

 
 

 • Insert for the 
Workbook 

• Name tags 
• Continental 

breakfast 
9:00 Welcome to the RICPG All Day Meeting 

Ice Breaker and Introductions 
 
 

Garith and Geneva 
Maurice Franklin 
 

• Easels 
• Overheads 

9:15 Opening Exercise – Team Building & Collaboration 
 
 
 

Maurice Franklin 
 

 

10:30 BREAK   
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10:45 Have members who did not complete individual scoring 

sheets do so now.    
 
Discussed the outcomes of the population/behavior priority 
setting.     
 

Co-Chairs: Geneva, 
Gareth and Paul and 
Lucille  

Priority Setting of 
Population/ 

Behavior Work 
Book 

11:30 Introduce the intervention priority setting  workbook and have 
RICPG voting members complete an individual score sheet   
 

 Intervention Setting 
Workbook 

12:30- 1:00 
 

Lunch   

1:00 Set up three teams to determine tasks and time line  
1. The Plan and Cooperative Review - Lucille 
2. The Annual Meeting - Paul 
3. October retreat – Maurice and Garith 

  

Team Leads 
 
1. Lucille/volunteer 

 
2.  Paul/Geneva 
 
3. Garith/ Maurice  

Pass out the Plan 
outline 
 
Easel paper & pens 

2:00 Report from the three teams with time lines and tasks   
 
 

 

2:30 BREAK 
 

  

2:45 Membership Issues discussion 
• Revised nomination form  
• Member status 
• Selection and voting of new members.  

 

Paul and Garith • Blank 
Nomination 
forms 

• Completed 
applications 

3:35 Feedback to the Members by the Facilitator  Maurice Franklin  
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3:50 

 
Wrap Up/Closure Exercise 
 

Co-Chairs  

4:00 Participant Feedback completed 
 

 
 

Feedback form 
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Appendix K:  Final Scores 
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Intervention Ranking 
 

Populations/Behaviors Intervention Priorities 

Ranking 
 

1 2 3 4 5 6 

 
MSM 

 

 
PCM 

 
CTR 

 
ILI 

 
TO 

 
GLI 

 
NEP 

 
 

IDU 
 

 
PCM 

 
ILI 

 
NEP 

 
CTR 

  
TO 

 
GLI 

 
Women 

 

 
ILI 

 
GLI 

 
TO 

 
CTR 

 
PCM 

 
NEP 

 
Youth 

 

 
ILI 

 
GLI 

 
CTR 

 
PCM 

 
TO 

 
NEP 

 
Don’t Know Status 

 

 
CTR 

 
TO 

 
NEP 

 
PCM 

 
GLI 

 
ILI 
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Intervention Prioritization Scores 
 

 

INTERVENTIONS 
 MSM IDU Women Youth 

 
Don’t 
Know 
Statue 

INDIVIDUAL 
LEVEL  (ILI) 

 

 
73 

 
74 
 

 
81 

 
78 

 
40 

GROUP LEVEL 
(GLI) 

 

 
59 

 
58 
 

 
73 

 
78 

 
53 

PREVENTION 
CASE 

MANAGEMENT 
(PCM) 

 
77 

 
78 

 
64 

 
73 

 
56 

NEEDLE 
EXCHANGE 

PROGRAM (NEP) 

 
58 

 
73 
 
 

 
62 

 
39 

 
57 

HIV PREVENTION 
COUNSELING, 

TESTING, 
REFERRAL (CTR) 

 
75 

 
73 

 
68 
 

 
75 

 
72 

TARGETED 
OUTREACH 

 
69 

 
66 
 

 
70 

 
72 
 

 
69 




